Southwestern Medicine 


OFFICIAL ORGAN OF 


ARIZONA STATE MEDICAL ASSOCIATION 
NEW MEXICO MEDICAL SOCIETY 
EL PASO COUNTY (TEXAS) MEDICAL SOCIETY 
THE MEDICAL AND SURGICAL ASSOCIATION 


OF THE SOUTHWEST 


Volume 


April, 


1932 No, 4 


ANNUAL SUBSCRIPTION $2 
Entered at the Postoffice at Phoenix, Arizona, as second 


class matter. 
ovided for in section 1103, Act of October 8%, 1917, 
arch 1, 1921.” , 


“Acceptance for mailing at special rate “® postage +4 


SINGLE COPIES 25 CENTS 


CHRONIC ARTHRITIS—A CLINICAL 
GROUPING 
W. PAUL HOLBROOK, M. D.* 
Tucson, Arizona 
(Read Before the Medical and Surgical Associa- 
tion of the Southwest, at its Seventeenth Annual 
Session, held at Phoenix, Ariz., Dec. 3-5, 1931.) 


Any discussion of chronic arthritis is at 
present most confusing because of numerous 
classifications and the many variations in 
terminology. Classifications now in use are, 
in general, based upon etiological or patho- 
logical suppositions. Etiological classifica- 
tions can be of little help as no single factor 
has definitely been proved to be the specific 
etiological agent. One needs to recall but 
a few of the present affirmed etiological 
factors to realize that chronic arthritis is as 
yet a disease of unknown etiology. The 
neurogenic theory, the theory of vascular 
deficiency, trauma, endocrine deficiency, pre- 
senile changes, the metabolic theory, the in- 
fectious theory, and many other hypotheses 
all have ardent supporters. Pathological 
groupings are but little better as material is 
very difficult to secure, and scattered ob- 
servations during different stages of the 
same disease are apt to be misleading. The 
number of pathological examinations that 
have been correlated with clinical studies are 
far too few upon which to base an opinion. 
The writer has asked many pathologists in 
this country and abroad for such information 
—only to be told that his particular interest 
lay elsewhere, or that insufficient material 
could be secured to be of any value. Nichols 
and Richardson in 1909 arrived at their 
pathological classification, which has become 
almost classical, from a total study of only 
sixty-five cases, and of these a large number 
were on operative material and not post- 
mortem specimens. Obviously, it is impera- 
tive to accumulate a great deal more infor- 
mation about the pathology of arthritis, 
and it should be accompanied by adequate 
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clinical and laboratory data before accepting 
a pathological classification for clinical pur- 
poses. 

It has been a hopeless task from our stand- 
point to fit our arthritis patients into ex- 
isting ready-made groups. During several 
recent medical conferences in which arthritis 
was a special interest, leading authorities 
have proposed more than a dozen separate 
classifications, and were recommending 
equally diversified treatment. Because of 
this existing confusion and the absence of 
uniform clinical concepts, we decided to study 
a large group of arthritics completely and 
uniformly. These studies were made under 
the most complete control and supervision 
of the patient and in ideal climatic surround- 
ings. During the past eighteen months three 
hundred patients with chronic arthritis have 
been selected from our hospital and out- 
patient department for this study. We have 


‘tried to consider these patients from two 


standpoints. Every effort, for instance, has 
been made in approaching them from a re- 
search standpoint, involving many exhaus- 
tive tests and examinations. We have also 
attempted the simplest clinical approach, and 
it is this practical, clinical study that is re- 
sponsible for the present paper. The aver- 
age length of time these patients were under 
observation was slightly over five months. 
Many of them were in the hospital the en- 
tire time, and nearly all of them were hos- 
pitalized at intervals. This group of patients 
has been carefully analyzed with regard to 
history, physical examination, laboratory, 
x-ray, and response to treatment. We have 
not assumed any specific etiology or pathol- 
ogy, but have grouped them solely upon a 
clinica] basis. 

The greater number of our patients come 
from widely separated points geographically, 
and so should represent an accurate cross- 
section of typ2s. It is only fair-to say that 
most of them are “last-resorters”, and so 
should be thought of as representing the 
very chronic or advanced stage of the dis- 
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ease. Our grouping has been done in a very 
simple way. If two patients are alike in 
the critical points of history, physical find- 
ings, laboratory and x-ray, they are grouped 
together. The next patient who does not 
fit this group simply becomes the nucleus of 
a new group. Too much valuable time has 
been wasted in attempting to fit patients 
into pre-arranged classifications based on 
factors of which we know very little. 

It seemed at the beginning an endless 
task, but there have emerged to date but six 
well defined groups. No argument is being 
made at this time for a separate etiology. 
Indeed, it is wholly possible that several 
groups may have one or many etiological 
factors in common. We have, however, 
found such a grouping practical and very 
helpful in selecting therapeutic measures. 

GROUP I 

Patients in this group have been classified 
by others in a great variety of ways. Rheu- 
matoid, atrophic, arthritis deformans, proli- 
ferative, chronic infectious, metabolic, strep- 
tococcus hemolyticus, and primary arthritis 
are but a few of the terms used. 

Type I Arthritis, as we use it, indicates a 
disease whose onset occurs usually after the 
third decade of life. In this group, in our 
series, the ratio has been five females to one 
male. There is very little in the past his- 
tory that is helpful, except possibly severe 
psychic or emotional] strain, and a story of 
constipation. The onset is insidious without 
febrile illness. The first joint involved is fre- 
quently the proximal interphalangeal or oth- 
er small joints. The disease may progress 
slowly to involve all peripheral joints. The 
spine is spared. Pain and swelling are pres- 
ent in the joints, but never heat or redness. 
The deformity is characteristic and symmet- 
rical. Trophic skin and muscle changes oc- 
cur freely and are marked. Strangely enough 
the weight and general health are affected 
but little. A patient will frequently exclaim, 
“T should feel just fine if it were not for the 
arthritis”. (In grading constitutional types 
from hyp*r-thenic to asthenic we have 
classed the hvpersthenic individual a; 1 and 
the sthenic as 4). Patients with this disease 
are of type 3 or 4. The blood pressure is 
low earlv in the disease. No heart lesion is 
found. Foci of infection are often not found 
and, when thev are, removal] has little or no 
effect on the disease. To find other definite 
abnormalities is uncommon; indeed it is the 
rule for these patients to escape the other 
serious illnesses of life. Fever is absent, 
except late in the disease when trophic 
changes are marked, and then 99° F. plus is 
usually the upper limit. 

The laboratory reveals a normal or slightl 
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subnormal red count and hemoglobin estima- 
tion, a normal white count and differential, 
and a rapid sedimentation time of the red 
cells. Gastric hydrochloric acid is low or 
absent. The basal metabolism is not re- 
markable. 

The x-ray shows periarticular swelling and 
early cartilage destruction. There is no bone 
production during the active stage of the 
disease. Demineralization of bones is ex- 
tensive and early; gastro-intestinal x-rays 
show elongated and ptosed colon without 
normal haustral markings. 

This is also the patient whose emotional 
life is reflected so strongly in the symptoma- 
tology of her arthritis. This picture of an 
insidious, progressive, crippling, symmetri- 
cal, afebrile disease, is not difficult to re- é 
cognize. It is most doubtful if anything | t 
definite has been proved with regard to etiol- | 
ogy. One cannot help being impressed with | " 
the uselessness of attacking this problem | * 
from the standpoint of ordinary foci of in- | J 
fection. Our repeated findings of abnor- | 1 
malities in the gastro-intestinal tract have | > 
st’mulated further investigation. Therapy T 
should include a high vitamin, low concen- | tt 
trated-carbohydrate diet, and bowel regula- | tl 
tion without cathartics. Activity should be 
forced, for in this disease it is truly a case | 4 
of use or lose. General postural work to 
imvrove the habitus and esvecially to provide | t 
a full daily range of motion, together with Pr 
corrective procedures to prevent deformity, 
are most essential. There is little excuse for | of 
deformity if these patients are seen early. § & 
Specific treatment of value is limited to the § tic 
stimulation of cutaneous circulation, and tin 
under this group all forms of heliotherapy, 
massage, and heat may be grouped. Medi- glo 
cation is of little heln except symptomatical- 
lv. Emotional] readjustment is important. 
We have little or no success in this group of 
patients with vaccine, protein-shock therapy, 
or other so-called stimulating measures. 

Case illustration of Type I is inserted to 
more clearly differentiate this type of pa- 
tient from other groups. 

Mrs. S., 54 years of age. Insidious onset off. 
disease at 42 years of age with swelling and pain 
involving the proximal interphalangeal joints. Past 
history negative except for constipation and emo 
tional strain. Four other members of the family 
had rheumatic joint disease. No foci of infection 
were ever found though several operations wer 
done in a desperate search for the cause. Teeth #! 
tonsils. and sinuses were operated upon with no éef- 
fect. Vaccine was useless. Five years later, with 
attention to the intestinal tract and corrective ex- 
ercises, the patient made a recovery. The following 
vear her husband died suddenly and she immediate 
lv had a recurrence of the disease in all peripheral 
joints. She recovered again on management. Re- 
curred very severely after recent financial losses. 
Patient is again responding to routine with greatelfi 
difficulty than on preceding occasions. 
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If infection plays a role in this interesting 


al, group of patients, few of its manifestations 
ed are evident and there are certainly other 
= factors necessary. 
GROUP II 
d This type of arthritis has also been classed, 
“ in general, rheumatoid, atrophic, chronic in- 
fhe fectious, and usually no distinction has been 
ox. made between these patients and those of 
ays the previous group. 
out The onset of this disease occurs at any 
age, usually at a younger age than type I. 
nal In our cases of this group the disease oc- 
ma- curred twice as often in males as in females. 
an There is often a history of head infections. 
tri- The onset may be acute with a febrile illness, 
re- although the patient may not be aware of 
\ing | the fever. The first joint involved is apt to 
tiol- | be a knee or wrist and not infrequently the 
with | neck becomes a source of discomfort. There 
lem is pain, heat, redness, and swelling in the 
> in- | joints at some stage of the disease and usu- 
nor- | ly at the onset. Deformity may occur late 
nave | but it is not characteristic or symmetrical. 
rapy | Trophic skin and muscle changes occur with 
cen- | the disease, but the skin does not develop 
rula- | the shiny, thin and atrophied appearence of 
d be § type I. Weight and general health are re- 
case | duced. The patient does not feel well. This 
k to | disease does not have the marked predilec- 
ovide | tion for the asthenic individual. The blood 
with | Pressure may be normal or low. There is not 
mity infrequently a suggestive heart lesion. Foci 
e for | of infection are usually present, and removal 
sarly. | carly in the disease often produces a drama- 
o the § tic recovery. Fever is present at onset, con- 
and § tinuously or at intervals. 
rapy, There is a lowered red count and hemo- 
Medi- globin, and the white count and differential 
tical- | Somewhat elevated. The sedimentation 
rtant. § ‘ate of red cells is rapid. Gastric acidity is 
yup of normal. Basal metabolism is not significant. 
orapy, The x-ray shows periarticular swelling, no 
5 "Bearly cartilage destruction, and occasional 
ted to bone proliferation later in the disease. De- 
of pa mineralization is not marked, and gastro- 


intestinal films are not remarkable. This is 
the disease with what appears to be definite 
infectious manifestations and often begins 
recembling a subacute rheumatic fever. 
Treatment should be conservative until a 
careful period of constitutional building has 
been completed, and then gradually radical 
‘Btemoval of all foci may be instituted. The 
-Bioints should be placed at rest in the early 
itt phase of the disease, utilizing every possible 
- mmeans to prevent deformity. High calory, 
te@tigh vitamin diets without much restriction 
should be used. Properly selected and pre- 
Pared vaccine may be helpful with these 
patients. A course of several blood trans- 
‘Pusions will often abruptly halt the disease. 
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GROUP III 

This disease is often classified as osteo- 
arthritis, hypertrophic, strepviridans, and 
senile arthritis. 

The age of onset is late in life and without 
any suggestive past history. The sex ratio 
in this group was five males to one female. 
The onset is insidious, and stiffness of spine, 
or pain and swelling of the termina] inter- 
phalangeal joints is first noticed. There may 
be only pain and swelling of joints without 
heat or redness. The deformity is character- 
istic but not serious (Heberden’s nodes). It 
is not symmetrical. There are no trophic 
skin and muscle changes. Weight and gen- 
eral health are exce'lent. Constitutional 
tyre is often 1 or 2. The blood pressure is 
normal or elevated. There is no related 
heart lesion. Foci of infection may be pre- 
sent but removal seems not to affect the 
course of the disease. There is no fever. 

The laboratory shows a normal red count 
and hemoglobin. The sedimentation rate of 
the red cells is normal. Gastric acidity is 
unchanged and the basal metabolism is not 
significant. 

X-ray shows no periarticular change, and 
appreciable cartilage destruction. There is 
bone proliferation and usually condensation 
instead of demineralization. Gastro-intes- 
tinal x-rays are normal. 

This is a relatively benign disease. The 
treatment is not difficult and results are 
quite satisfactory. It is important in treat- 
ment and prognosis to separate this group 
from the above two groups. 

: GROUP IV (SPONDYLITIS) 

It seems wise to make a special grouping 
of srondylitis, which occurs in two distinct 
types—A and B. Type A (without bony 
ankvlocis) and type B (with bonv ankylosis). 

Type A: This most interesting: disease 
occurs only in young men. The onset is 
usually chronic and occurs between the ages 
of 20 and 30. The spine is the first and only 
complaint. There is neither heat, redness, 
nor swelling, but only pain—which is severe. 
There is usually limitation of motion in the 
sp'ne and much muscle spasm. Deformity 
occurs early if not corrected and is character- 
istic in the loss of lumbar curvature and oc- 
currence of dorsal and cervical kyphosis. 
There are few or no skin and muscle changes. 
Weight and general health are reduced: the 
constitutional type is that of 3 or 4; the 
blood pressure is low; and there is no heart 
lesion. Removal of foci of infection seems 
not to affect the disease at all. Fatigue is 
marked and a definite loss of fertility and * 
libido is noticed early in the disease. In our 
series this has been almost universally true. 
No pregnancy has occurred in the wives of 
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these patients, though these men have been 
in the prime of life, and a number of in- 
stances have occurred where prolonged at- 
tempts to secure offspring have been un- 
availing. The laboratory shows a moderate 
anemia with rapid sedimentation time, low 
or absent free hydrochloric acid, a normal 
white count, and a normal basal metabolism. 
X-rays of the snvine are striking for the 
absence of findings. Demineralization is 
present later in the vertebrae and occurs 
from disuse. The colon is tortuous and re- 
dundant. No one who has seen these pa- 
tients can fail to recognize them. The long- 
est case under observation has been twelve 
years,—this with pain and rigidity of the 
spine, but still no demonstrable bony ankylo- 
sis. The treatment of these cases requires 
the utmost patience and time. Nutrition is 
the biggest problem in that progress is al- 
most directly related to ability to gain 
weight. High vitamin diet, much baking 
and massage with carefully directed exercises 
are essential. Endocrine therapy may be 
helpful. 

Type B: (with bony ankylosis) This dis- 
ease occurred ‘also only in men. The age of on- 
set is 20 to 40 years of age, and the onset may 


‘be acute or insidious. The spine is the first 


and usually the only involvement, although 
shoulders and hip are sometimes implicated. 
Here again there is neither heat, redness, or 
swelling. There is pain only, and that usual- 
ly not severe in proportion to the involve- 
ment. There may be no deformity, there 
are no trophic skin and muscular changes, 
and the weight and general health may or 
may not be reduced. There is no special 
constitutional type. Blood pressure remains 
normal, and there is no heart lesion. Foci 
of infection are present and there is often a 
history of gonorrhea or prostatitis. Fever 
may occur in these patients, and the labora- 
tory shows a wide range of values in red 
count, hemoglobin, white count, sedimenta- 
tion time, gastric acidity, and basal metabol- 
ism. X-rays show no periarticular or carti- 
lage involvement, there being only bone pro- 
liferation. The gastro-intestinal tract is not 
significant. Treatment in the case of these 
patients is limited to general constitutional 
management, the removal of obvious foci of 
infection, and prevention of deformity. 
GROUP V 

This group is often referred to as meta- 
bolic, traumatic, or menopausal. The age of 
onset is 40 or later, and it is insidious. There 
is no sex predominance. The first joint in- 
volved is a weight-bearing joint and is usual- 
ly a hip or knee. Ordinarily there are not 
more than one or two joints involved and in 
this respect differs from type III. Pain and 
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swelling are present. There may be deform- 
ity, the involvement may be symmetrical, 
and there are no trophic skin and muscle 
changes. Weight and general health are ex- 
cellent, and the patient is usually overweight. 
Constitutional type 1 or 2 is usual. The 
blood pressure is normal or elevated. There 
is no heart lesion and no significant focus. 
There is no fever. Laboratory findings are 
normal except that the basal metabolism is 
usually low. X-rays show cartilage destruc- 
tion and may show slight bone proliferation 
later. This may be thought of as the group 
of overweight women who have painful 
knees. One or both hips may also be in- 
volved. The treatment is simple and the 
results are gratifying. Reduction of weight 
by diet and bed exercises plus the use of 
thyroid, or thyroid and ovary, is usually all 
that is necessary. Traction to the extremity 
during a period of rest is often helpful. 

We also include in this group the various 
specific traumatic joints; the riding master 
with arthritis alone in his hips, the watch- 
maker with involvement of the cervical ver- 
tebrae, the trap-shooter with arthritis of the 
shoulder, and many other similar conditions. 
Whether the trauma is the sole factor, or 
whether low-grade infection localizes at the 
site of the injury, we do not know. 

be termed pre 

This up may properly be e . 
in it are included all mani- 
festations of neuritis, myositis, fasciitis, and 
bursitis. There is no standard age of onset 
and it is usually acute. The sites most fre- 
quently implicated are the neck, shoulders, 
and sciatic nerve. There is no heat, redness, 
or swelling in the joints though frequently 
severe pain is the complaint. There is no 
deformity, it is not necessarily symmetrical, 
and there are often trophic skin and muscle 
changes. Weight and general health are 
good, though fatigability is often increased. 
There is no special constitutional type. The 
blood pressure is normal, and there is 10 
heart lesion present. Foci of infection are 
present, and most significant. There may 
be as yet no fever. Laboratory findings are 
usually normal. The x-ray is negative. 
Treatment should be concerned with improv- 
ing the general health, and then radical re 
moval of all possible foci of infection. Vat- 
cines may be helpful. 

DISCUSSION 

The question of ‘etiology has been de 

liberately avoided in this paper because wé 


_ feel that our present concepts of etiology are 


not sufficiently clearly defined for such 4 
paper as this. It is increasingly evident that 
one’s constitutional background may deter- 
mine the degree of severity of the disease. 
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THE USE OF THE KIRSCHNER WIRE IN 
THE TREATMENT OF FRACTURES 
W. L. ROGERS, M. D. 

San Francisco, California 

(Read before the Medical and Surgical Associa- 
tion of the Southwest, at its Seventeenth Annual 
Session, held at Phoenix, Ariz., Dec. 3-5, 1931). 

The Kirschner wire has come to play 
rather an important role in the modern 
treatment of fractures. For many years 
metal, either in the form of calipers or pins, 
has been used as an aid in obtaining the 
necessary traction in fractures of the long 
bones. There has always been considerable 
controversy among the members of the medi- 
cal profession as to the desirability of their 
use, owing to the occasional complication 
which might arise. 

Prior to 1927, the rustless steel wire was 
used very little. Kirschner discussed before 
the German Surgical Congress of that year 
his newly devised collapsible, harmonica-like 
drill, which made it possible to drill and guide 
the wire through soft tissue and bone in any 
desired direction, Since then, many ingen- 
ious devices have been made, as a result of 
which the application of the wire has been, 
to a great extent, simplified. When properly 
used, complications of any note are exeeding- 
ly rare. 

It has been my good fortune, during the 
past two years, to visit the various men in 
central Europe who have been most instru- 
mental in developing the instrumentarium 
and technic of wire extension. 

Let us first consider in brief the instru- 
mentarium. The wire should be made of 
chrome-plated rustless steel, with one end 
sharpened and the other end flattened to fit 
into the drill, the diameter varying from .5 
mm. to 2 mm., depending on the amount of 
traction necessary. There are many drills 


It is wholly possible that the same type of 
stimulus may produce widely divergent 
manifestations in different patients. In 
other words, the soil as well as the seed may 
be a deciding factor in the type of disease 
manifest. It is because of this wide varia- 
tion in behavior that the above clinical 
grouping has been suggested. We have men- 
tioned infectious manifestations as being 
prominent in type II arthritis but this in no 
way precludes the possibility of infection 
playing some part in the other types. The 
difference in manifestations may be due to 
the individual. There are many valuable 
types of treatment not discussed as only very 
broad generalizations have been attempted. 
Each patient presents an individual specific 
problem in therapy. The subject matter of 
the paper has been limited to the simplest 
clinical considerations, and it is to the gen- 
eral practitioner that it is addressed, for it 
is he who will have the first opportunity to 
start the arthritic upon a constructive pro- 
gram, instead of the customary tour of vari- 
ous offices and clinics. He must protect his 
patients from over-zealous surgery, from 
dietary fads and sure cures, as well as a host 
of other useless things. Most probably it 
will be the family physican only who sees 
these patients early enough to prevent their 
crippling deformities. 


SUMMARY 


1. It is possible to separate the patients 
with chronic arthritis into significant groups 
by simple examinations. , 

2. These groups do have different indica- 
tions for therapy and do not respond - uni- 
formly well to removal of all infectious foci. 
It is, therefore, well to evaluate a patient’s 
problem early in the course of the disease if 
unnecessary radical and harmful procedures 
are to be avoided. ~ 

3. Prevention of deformity should be prac- 
ticed early as well as faithfully throughout 
the entire disease. 

4. We have found some such clinical 
grouping essential for the general manag 
ment of our arthritic patients. 
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at our present disposal, both hand and elec- 
trical. Those with a telescope attachment 
are to be preferred, for with this type any 
vibration of the wire during the boring is 
avoided and an accurate guiding of the wire 
is possible. There are several U-shaped 
tractors available. One set that I have found 
very serviceable was recently put on the 
market by Stiefenhofer of Munich (Plate 
1). A set consists of three U-shaped ad- 
justable tractors of various sizes. One dis- 
tinct advantage of this type is that the width 
of each tractor is adjustable. The wire ad- 
justment is also exceptionally good. Beck, 
of Kiel, has devised a metal guard to screw 


_ on to the wire on each side next to the skin 


in order to prevent lateral motion. There 
are also several instruments available which 
act as guides, but, when one is using a col- 
lapsible drill, they are of little benefit. 

Professor Klapp, of Marburg, has developed 
an ingenious apparatus which is excellent 
for difficult fractures of the tibia and fibula. 
It has the advantages of simplicity, readily 
obtaining the desired amount of traction and 
counter traction, adjusting the proper de- 
gree of rotation, and also overcoming any 
varus or valgus deformity. 
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From plates 2 and 3, the constituent parts 
of the apparatus are easily seen. It consists 
of two adjustable U-shaped tractors fastened 
on to a flat, fixed, screw mechanism, the 
former providing the necessary rotation or 
lateral correction and the latter, the neces- 
sary traction and counter traction.: The 
treatment is extremely simple. A wire is 
first drilled through each end of the bone, 
then the U-shaped tractors are adjusted to 
the wires, after which they are fastened 
into the base of the apparatus and the de- 
sired extension is obtained with adjustments 
made as to rotation and latteral deformity, 
and so forth. The affected limb is thus sus- 
pended by two wires. This is very helpful dur- 
ing the after care when applying dressings, 
especially in the presence of large lacera- 
tions or suppuration. An addition to this 
apparatus may be made by suspending one 
or two wires with their tractors from attach- 
ed stands, in order to stabilize and put in 
proper alignment a loose central fragment. 

TECHNIC 


Let us first consider anesthesia. The pain 
may be alleviated by general anesthesia or 
by local or regional analgesia. In all cases 
of recent fractures one may use local 
analgesia, and only in isolated cases is re- 
gional anesthesia necessary. In recent frac- 
tures a hematoma is present, which pene- 
trates all the tissues in the vicinity of the 
broken fragments. It is sufficient to intro- 
duce the needle down to the broken frag- 
ments and to inject the solution, which is at 
once diffused into the hematoma. Thirty 
to fifty centimeters of 2 per cent novocaine 
is sufficient. 

To determine whether the needle is in the 
hematoma or not, it is wise to detach the 
syringe to see if a red-colored fluid is coming 
from the needle. If the bone is broken in 
two places, or if more than one bone is bro- 
ken, one must inject the solution at the site 
of every fracture. Also, in fractures where 
the displacement is small, it may be best to 
inject the whole circumference of the bone. 
In the case of compound fractures, one 
should insert the needle through healthy 
tissues. If the fracture is several days old, 
it is often better to use a brachial] plexus 
anesthesia for the arm and a spinal for the 
lower extremity. 

At the site where the wire or wires are to 
te drilled, a small amount of novocaine is in- 
jected, on the medial and lateral surface of 
the limb, through the skin and subcutaneous 
tissues down to the periosteum. The skin is 
painted with iodine, a small nick is made in 
the skin with a tenotomy knife before the 
wire is introduced. The wire is then drilled 
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and guided by means of the telescopic drill. 
Next, it is made taut in the U-shaped device. 
This is most essential as it prevents uneven 
pressure on the bone or soft parts. If one 
has the small Beck guards, these are next 
fastened to the wire in close proximity to the 
skin on each side, which prevents the pos- 
sibility of any lateral motion. In the absence 
of the guards, one may use small pieces of 
felt or cork to accomplish the same purpose. 
When drilling near a joint, care should be 
taken to avoid entering the joint capsule. __ 

If the wire is inserted with aseptic pre- 
caution, the tautness maintained, and any 
lateral motion prevented, it may remain for 
a period of several weeks with little or no 
tissue reaction. 

Most men who have used the wire exten- 
sively believe the occasional case of osteo- 
myelitis which has been reported, to be due 
to failure to observe the above. especially 
the latter, precaution. Depending on the 
type of the fracture and the purpose of the 
wire, permanent traction or temporary trac- 
tion plus plaster, is applied. 

INDICATIONS 


The indications for using the Kirschner 
wire may be grouped as follows: 

(1) As an aid in obtaining the necessary 
traction in selected fractures of the long 
bones of both extremities. 

(2) As an aid in maintaining the proper 
alignment of the fragments. 

(3) In the treatment of delayed union and 
pseudarthrosis. 

Let us consider a few of the cases where 
the wire is of great aid in securing the 
necessary traction. First of all, in certain 
comminuted fractures of the humerus, or in 
fractures of the humerus complicated by dis- 
location of the shoulder joint, the arm is 
placed in a screw traction apparatus and a 
pull is applied on the U-shaned tractor hold- 
Ing the wire/which has bien introduced 
through the olecranon. 

For certain selected fractures of the shaft 
of the femur requiring traction, the wire 
may be drilled through the condyles or the 
tibial tuberosity. The limb is placed on a 
Braun’s splint, with the foot of the bed rais- 
ed some 25 to 30cm. A 10 to 12 Kg. weight 
Is applied. The foot is held in dorsal flexion 
by a small overhead weight (1 to 2 lbs.) 
Inward rotation is maintained by a bandage 
applied from the lateral side of the tractor 
to the Balkan frame. The normal foot is 
supported by a box and the mattress is sup- 
ported underneath by boards. 

For selected fractures of the tibia, the 
wire may be introduced through the calcane- 


us or through the distal end of the tibia and 
fibula. The limb is supported on a Braun’s 


splint. The U-shaped bar serves as pro- 
tection against pressure from the blankets. 
A pad is placed under the heel in the pop- 
liteal space. A small box serves as support 
for the normal foot, and from 6 to 10 lbs. 
of traction is applied. The foot is supported 
in dorsal flexion. 

In order to demonstrate the second indica- 
tion for using the wire, that is, as an aid in 
maintaining proper alignment of the frag- 
ments, I think it would be worth while to 
discuss Bohler’s treatment of severe frac- 
tures of both bones of the forearm. 


After the local or regional anesthesia is 
administered, a wire is drilled through the 
ulna and radius, approximately two finger 
breadths above the wrist joint, with the 
hand in pronation. A second wire is drilled 
through the olecranon in a vertical direction. 
The arm is then placed in a screw-traction 
apparatus and sufficient traction is applied 
to overcome the shortening. After this is 
accomplished and proper alignment obtained, 
a plaster cast is applied by the use of two 
plaster splints, two wooden rods for the in- 
terosseous space, and one or two circular 
bandages, while the traction is being main- 
tained. After the plaster has set, the U- 
shaped tractors may be removed, the sur- 
plus wire ends cut, and the remaining ends 
covered by cork tips and firmly imbedded in 
the plaster cast. These two wires which 
pass through the kones and which are fixed 
by the plaster casts, prevent the slipping 
tack of the fragments. 

When I was visiting Bohler’s clinic last 
fall, he had treated fifty-three such frac- 
tures in this fashion, with excellent results. 
He had not been forced to do an open re- 
duction on any case. 

Another instance where the wire may be 
used as an aid in maintaining proper align- 
ment is in the case of severe comminuted 
fractures of the tibia with a large loose cen- 
tral fragment. With such an apparatus as 
Klapp’s, the proper extension may be ob- 
tained, and, by suspending two wires drilled 
through the proximal and distal ends of the 
loose central fragment, the proper alignment 
may be maintained either in the apparatus 
or when applying plaster and imbedding the 
wires in the plaster cast. 

In regard to the use of the wire in delayed 
union and in pseudarthrosis: 

Beck, of Kiel, was the first to suggest the 
use of the wire in the treatment of delayed 
union in tibial fractures, in an article which 
he published in 1929 in the “Centralblatt 


| 
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fur Chirurgie”. After making a small skin 
incision in the vicinity of the fracture line, 
the wire was introduced and drilled through 
the ununited fragments several times, in the 
form of a fan, the drill holes radiating from 
the point of entry. When the first fan was 
comp'eted. a second point was chosen and 
the procedure was repeated. In case of a 
transverse fracture, the two groups crossed 
each other at approximately right angles, 
and in the case of an oblique fracture, the 
medial holes crossed on an angle (Plate 4). 
He illustrated three cases in which he had 
used this procedure. They were all frac- 
tures of the tibia which had shown very lit- 
tle tendency to produce callus. One frac- 
ture was five months o'd, the other two over 
two months. Five to six weeks following 
the drilling, all had produced considerable 
callus and were well on the way to a good 


bony union. 


\N Y, 


He therefore wished to recommend this 
harmless and comparatively simple proced- 
ure for those cases which, after eight weeks 
or so, show no evidence of callus formation 
in the x-ray. He considered the procedure a 
happy medium between the most simple 
method of blood or other solutions injected at 
the site of fracture and the more radical 
rrocedures, such as bone splintering, and so 
forth. The sta*ilitv already formed is very 
little: disturbed. The resulting mixture of 
blood clot, bony and tissue substance, with 
the opening up of several channels in the 
fracture line, account for the early callus 
formation. 

In July of Jast year, Bohler published an 
article in the same journal on the treatment 
of pseudarthrosis after the manner described 
by Beck. He presented a series of nineteen 
cases. Five were cases showing slow callus 
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formation. Following the treatment, they 
were all quite solid in 4 to 6 weeks. The re- 
maining fourteen were cases of real pseudar- 
throsis, and all resulted in bony union. Some 
had previously been operated upon, one or 
two times, without success. A few of the 
roints brought out in this article were: the 
possibility of treating ambulatory patients 
by this simp'e and harmless method if or- 
dinary aseptic precautions are taken; the ad- 
visability of drilling many holes; the import- 
ance of varying the diameter of the wire ac- 
cording to the size of the bone to be drilled; 
and the necessity of having a drill which 
holds the wire firmly so that it may readily 
be withdrawn; and, when using an electric 
drill the necessity of maintaining a slow re- 
volution of the wire, in order that the skin 
be not burned. Practically the only contra- 
indication to the use of this procedure is in 
open infected fractures. 

In conclusion, I believe the wire to be a 
very useful, comparatively harmless adjunct 
in the treatment of fractures, and that its 
usage has very perceptibly reduced the 
number of fractures requiring open reduc- 
tion. 


BALANTIDIC DYSENTERY 
RALPH W. MENDELSON, M. D. 
Albuquerque, New Mexico 

Balantidiosis is sufficiently uncommon to 
warrant a short article on the condition. By 
some it is considered a tropical disease, but 
the affection is.met with as frequently in 
the temperate zones as in the tropics, and no 
doubt more frequent and careful stool ex- 
aminations would result in a greater number 
of cases being recognized. In the United 
States cases have been reported from New 
Jersey, Arkansas, Louisiana, Minnesota and 
North Carolina. A brief resume of the his- 
tory, pathology and symptomatology is given 
below in connection with a case observed in 
a native of the state of New Mexico. 

Balantidium coli is a protozoal organism 
belonging to the class CILIATA Party, 1852; 
sub-clacs Spirigera; order Heteroetrichida. It 
was originally discovered by Leeuwenhoek 
and later more fully described by Malstem. 
Stein referred it to the genus Balantidium 
(1862). The frée motile forms (Fig. 1) are 
moderately active in the stools and show 
considerable variation in size. They average 
between 50 and 70 microns. The cysts are 
from 50 to 60 microns. The cysts retain 
their ciliary apparatus for some considerable 
time and may be seen actively rotating with- 
in the cyst wall. Transmission is through 
the medium of the cyst. Balantidiosis is 
common in pigs and probably man receives 
his infection from that source. 
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Fig. 1 


Balantidiosis, generally speaking, is a 
chronic disease. In its pathology and clini- 
cal manifestations it is not unlike amebic 
dvsentery. The ciliate inhabits the lumen 
of the gut, but has the ability to invade the 
intestinal wall and is therefore a true tissue 
parasite. Strong has carefully investigated 
the morbid anatomy and the lesions reported 
may not he differentiated macroscopically 
from the lesions produced by entameba 
hystolytica. The balantidia invade the sub- 
mucosa of the large bowel (Fig. 2), an in- 
flammatory reaction results with extensive 


round infi'tration, necrosis and ulcera- 
tion. Some observers have reported a mark- 


ed eosinophilia in the wall of the intestinal 
canal. 

Although we may have acute balantidiosis 
in man, practically speaking patients seek 
medical advice after the disease has become 
chronic. As a general proposition it is in- 
sidious in its development and the following 
case history is more or less typical of the 
infection in man. 


A male Mexican, a native of the state of New 
Mexico, age 48, applied for treatment on account of 
a distressing diarrhea alternating with periods of 
obstinate constipation. According to the history 
obtained he had been ill some two months. His 
previous history is irrelevant. His occupation is 
that of a farmer and for epidemiological complete- 
ness it may be mentioned that he has a small herd 
of pigs. 

His present illness first manifested itself by an 
attack of diarrhea lasting about one week. This was 
followed by a few days of constipation and then 
another attack of diarrhea. Being snow-bound in 
the mountains, it was impossible for him to seek 
medical advice. He states that for the last three 
weeks he has suffered from loosenness of the bowels 
amounting to from five to ten motions in twenty- 
four hours. There is a moderate amount of muco- 
pus in the stools; he has noticed no blood. Physical 
examination is negative except for his genera] ap- 
pearance. He states he has lost a great deal of 
weight. He looks anemic and exhausted. There is 
a loss of appetite, some nausea and seldom a spell 
of vomiting. The red blood count is 4,000,000 with 
70 per cent hemoglobin. The white count and dif- 
ferential are normal. The urine examination is 
negative. The blood-pressure is 90/60. 


A specimen of stool is clay colored, macroscopical- 
ly no blood, considerable mucus. A microscopic ex- 
amination reveals considerable pus, some blood and 
numerous balantidia. Several subsequent examina- 
tions have failed to reveal any other intestinal para- 


' site. with the exception of trichomonas, of no patho- 


genic importance. 
An attempt has been made by the author 
to illustrate the appearance of the large 
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kowel in the immediate vicinity of the rectum 
showing the characteristic ulceration (Fig. 
3). It is stated that the parasite may enter 
the liver and encyst. Other complications 
are perforation, and, in cases that recover, 
partial obstruction as the result of contract- 
ing scar tissue in the healed ulcers. 

As there is no specific treatment for this 
infection we are at considerable disadvan- 
tage in our efforts to afford the patients 
relief. At the present time our armamen- 
tarium consists of regulated diet, astringents 
and intestinal irrigations. In Siam the au- 
thor has observed two cases, both terminat- 
ing fatally. 


ALTITUDE CHANGES IN ARTIFICIAL 
PNEUMOTHORAX PATIENTS 
E. A. GATTERDAM, M. D. 
Phoenix, Arizona 

Here in the southwest, where marked 
variations in altitude occur between the 
principal towns, we are confronted many 
times with the seriousness of changes of 
residence in artificial pneumothorax cases. 
In other sections of the country these dif- 
ficulties have not been encountered, but with 
the increased use of the aeroplane for pleas- 
ure and travel, these dangers we might say 
are universal. In 1928, I called attention to 


this phate of pneumothorax’ and stressed 
the importance of informing patients rela- 


tive to this. Here in this section, as was 
stated, even short automobile rides over the 
mountains to neighboring towns are often 
times enough to cause serious damage to 
these patients. 

With everv 900 feet rise in altitude the 
barometer drops one inch or 25.4 mm. of 
mercury. With this decrease in barometric 
pressure, air volume corresrondingly in- 
creases. Enclosed air tends to expand to 
equal the air pressure from without. Balloons 
released tend to explode when reaching the 
higher altitude and one should consider 
pneumothorax cases in the same regard. At 
the altitude of one mile, the barometric pres- 
sure is about 630 mm. of mercury as com- 
pared with 760 at sea level. This is about one- 
fifth less than that of sea level, so conse- 
quently the air will expand to six-fifths its 
volume at this altitude. 

Assuming that an artificial pneumothorax 
patient has about 1500 cc. of air in the 
pleural cavity, elevation of one mile would 
cause an attempt at expansion to a volume of 
1800 cc. In other words, it would be equal 
to a 300 ce. refill. If the change were 10,000 
feet, the increase would be equal to 600 cc. 
Where there is a change from a higher to a 
lower altitude the reverse holds true and 
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there is a decrease in air volume or pressure 
in confined air as compared with the atmos- 
pheric pressure. With this in mind one can 
readily see where serious damage may be 
caused by an aeroplane ride or a trip into 
the mountains too soon after a pneumo- 
thorax refill. 

While located in Prescott, Ariz., (altitude 
5300 feet) too often we encountered patients 
who had been sent up there from the lower 
altitudes shortly after a pneumothorax re- 
fill. Pressure symptoms developed in many 


‘of these, and often were of a serious nature. 


Routinely all pneumothorax patients were 
watched very carefully after their arrival 
and their first inflation was delayed a week 
or more over the usual time for a refill. In 
many it was imperative to remove air from 
the pleural cavity as they had marked short- 
ness of breath, rapid pulse and cardiac dis- 
placement. Soon many developed fluid due 
to the increased pressure. In all of these 
where air was removed, the pleural pressure 
was increased over their usual pressure, and 
with the advent of fluid this pressure was 
still further increased and required more 
than one aspiration. One case which I re- 
ported previously was fatal. In aeroplane 
flights where great altitudes are reached 
quickly, one can readily see that the danger 


is materially increased. 


In changing from a higher to a lower alti- 
tude. patients in reality lose air and require 
a refill before their accustomed time. The 
following reports illustrate these types of 
cases: 


Case 1. Male, white, age forty-one. Developed 
tuberculosis in 1930, right sided case with cavity. 
Pneumothorax instituted in 1931, in one of the 
coast cities, and has been continued. His compres- 
sion was about four-fifths complete, adhesions being 
present. Phrenic exeresis done early part of this 
year. Cavity partially closed. His readings have 
been negative to positive and his refills about every 
15-20 days when he takes about 600 cc. of air. Has 
felt well and able to attend to his business. Fluid 
occurred only once due to tco large a refill in fall of 
last year. This cleared in a short while. In Janu- 
ary of this year, he flew from the cOast to Phoe- 
nix. This was the day following a refill of 600 cc. 
The ship attained an altitude of about 10,000 feet 
and he immediately developed marked shortness 
of breath and oppression in the chest. With de- 
crease in altitude his symptoms became somewhat 
relieved. On arrival he went to bed because of dif- 
ficult breathing and general malaise. Examination 
showed the heart slightly displaced to the left; pa- 
tient was slightly dyspneic; temperature 99, and no 
fluid made out. No special treatment except seda- 
tive for malaise and cough. The following day he felt 
some hetter and at that time he was fluoroscoped 
This showed slight cardiac displacement to the left 
with fluid in the right pleural cavity. Expectant 
treaiment followed. He was uncomfortable for 4 
few days and said his chest felt tight. The fluid 
increased somewhat but in a few days he felt much 
better. He returned to his home by train. Later 
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communication revealed that his cavity had become 
obliterated but he ‘still had some fluid remaining. 


This case illustrates the dangers of avia- 
tion in these caces but also shows that value 
of increased pressures at times to close 
cavities. 


Case 2. Previously reported. Male, white, age 
thirty-eight. Left side pneumothorax since 1920. 
Complete collapse obtained. Residing in ‘Prescott 
for past three years and receiving refills every two 
weeks. Amount usually 300 cc. Initial manometer 
reading minus 2 to plus 1. Resultant pressure 
plus 4 plus 7. Patient insists on high pressure as 
he feels better with it. On January 28, at his usual 
time, he received 450 cc. of air. Readings were 
minus % plus 4. Resultant reading was plus 
4 plus 7%. Thirteen days after last treatment he 
went to Phoenix, altitude 1200 feet. The following 
day, had a refill. Initial reading minus 3 minus 4 
showed a considerable drop in pressure. He insisted 
on his usual pressure which required 750 cc. of air. 
He returned to Prescott in about a week with alti- 
tude at 5300 feet and noticed shortness of breath 
and tightness in the chest. Temperature normal 
but pulse increased. In a few day he felt normal. 
On February 28, three weeks after last refill, a 
pleural reading showed plus 3 plus 6, showing a 
marked incr-ase over the usual. Fifty cc. of air giv- 
en and the resultant pressure was plus 4 plus 7. 
Following this, he required the usual amount. 


This case shows both the loss of compres- 
sion on going from a higher to a lower alti- 
tude and the onposite effect in returning. 


Case 3. Male, age thirty-six. Tuberculosis since 
1928. Left sided case. Pneumothorax instituted on 
left side for hemorrhage. Compression about three- 
fourths complete. Refills taken about every three 
weeks. Pressure negative and he required 300-400 
ce. of air. Six davs before coming to Prescott 
(altitude 5300 feet), he had his usual pneumothorax 
at Tucson. (altitude 2400 feet). On reaching the 


higher altitudes, he developed pressure symptoms . 


and when seen the next morning he complained of 
marked shortness of breath, mediastinal pain and 
backache. His t-mperature was 100.8. nuJse 110, and 
respirations 26. Said he thought he had a cold. 
Flucroscopic examination showed a full compres- 
sion of the left chest with cardiac and mediastinal 
displacement; also fluid present. Aspiration was 
done and the initial manometer reading was plus 6 
plus 8; 300 ce. of air was removed and the result- 
ant pressure was plus 1 plus 3. Considerable relief 
was obtained. On the third day, he again developed 
pressure symptoms. Fluoroscopic examination still 
showed mediastinal displacement and fluid in- 
creased: 200 cc. Of air were removed: reading still 
un; relief obtained. Temperature fell slowly and 


‘returned to normal in ahout two weeks, when flu- 


oroscopir examination showed fluid to fourth rib. 
Pneurothorax instituted a week later: initial pres- 
sure zero minus three; 55 cc. of air given and 
pressure was plus one plus two. He had lost five 
pounds in weight. Later pneumothorax given at 
5 to 4 week intervals and 800 cc. of fluid aspirated 
at one time. In time fluid disappeared and he has 
had no more discomfort. 


CONCLUSIONS 
Patients should be instructei frequently 
of the dangers in chances in altitudes during 
the course of their treatments, and should 
seek the advice of their physician when such 
changes are contemplated. Refills should 
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not be given just prior to going to higher 
elevation. Aeroplane trips should be avoided 
especially where they fly over 1000 feet ele- 
vation. In addition, where patients are chang- 
ing from a higher to a lower altitude, they 
will require pneumothorax sooner than their 
accustomed time. 


1. United States Veterans Bureau Medical Bulle- 
tin, July, 1928. 4:596 (July, 1928). 


IMPLANTATION OF A BILIARY 
FISTULA INTO THE GASTRO- 
INTESTINAL TRACT 


(Case Report and Two Year Follow-up) 
WILLIAM RANDOLPH LOVELACE, M. D. 
Albuquerque, New Mexico 


(Read before the Panhandle District Medical 
Society, held at Amarillo, Texas, April 12 and 13, 
1932.) 


Though the occurrence of external bili- 
ary fistula has been recognized by surgeons 
and described in text-books for a long time, 
it is only within the last few years that at- 
tention has been given to plastic operations 
for its relief and correction. When the Ameri- 
can Surgical Association met in Boston in 
1917, it was addressed by Ellsworth Eliot, Jr. 
on “The Repair and Reconstruction of the 
Hepatic and Common Bile Ducts”. In his 
paper Eliot made mention of six cases where- 
in a common duct which had become stric- 
tured was anastomosed to the stomach, and 
eighteen cases wherein it was anastomosed 
to the duodenum for the same reason. His 
review of literature also included one case 
reported by von Stubenrauch in 1906, in 
which the method consisted of dissection of 
a biliary fistula from the surrounding tissue 
and its anastomosis to the duodenum. The 
account concludes by saying, “The fistulous 
tract necrosed and subsequently an operation 
was done in which a new duct was success- 
fully supplied by a plastic method.” 


There is no evidence in the literature that 
the possibilities of anastomosis between the 
biliary tract and the stomach or duodenum, 
in particular the employment of a biliary 
fistula, either spontaneous or artificial, for 
this purpose, received further consideration 
until five or six years later. Early in 1923, 
Frank H. Lahey of Boston published an ac- 
count of an operation he had performed for 
obliteration of a biliary fistula remaining 
after cholecystectomy. To the account of 
his own procedure he prefixed one of an in- 
tervention undertaken by Hugh Williams at 
the Massachusetts General Hospital ten years 
previously in the course of which a practical- 
ly identical technic was employed’. So far 
2s I have been able to examine the literature, 
no previous account of Williams’ case had 


ire 
an 
be 
ito 
10- 
its 
yer 
re- 
ny 
re. 
re 
val 
ek 
In 
rt- 
‘is- 
lue 
ire 
nd 
ore 
re- 
ine 
rer 
Iti- 
ire 
‘he 
of 
ped 
ity. 
the 
res- 
‘ing 
this 
ave 
ery 
das 
luid 
of 
nu- 
10e- 
ce. 
feet 
de- 
rhat 
dif- 
tion 
pa- 
| no 
felt , 
ped 
left 
tant 
ra 
luid 
uch 
ater 


160 


been put in print. Much later, (June, 1929) 
Williams, in conjunction with Smithwick did 
publish an account of it, but as Lahey was 
most particular to give him full credit for 
priority, despite the fact that when Lahey 
did his first dissection of the tract he was in 
ignorance of Williams having preceded him, 
it is to Williams that the credit of first mak- 
ing use of the technic is generally accorded. 


Williams’ own account is of particular 
interest in that he is able to report the con- 
dition of the patient after the lapse of fifteen 
years. The patient was a child of four years 
when the operation was performed; when 
Williams’ paper was published he was a stu- 
dent in the Law School, in his second year. 
During his later childhood and adolescence 
he has had occasional gastro-intestinal up- 
sets, which culminated in an attack of acute 
appendicitis, for which appendectomy was 
performed February 19, 1927. Following this 
intervention the patient has apparently been 
as well as other young men. An abridged 
account of the original is as follows: 


A fairly well developed boy of 4 years was admit- 
ted to the Children’s Medical Service of the Massa- 
chus‘tts General Hospital on August 28, 1912, with 
a diagnosis of mesenteric tuberculosis. There had 
been four to six vomiting attacks during the past 
two years; abdominal tumor had been present for at 
least two months; during most recent time (2 weeks) 
there had been anorexia, night sweats, fever, ab- 
dominal distention and loss of weight. After exam- 
ination, a diagnosis of embryonic tumor of the right 
kidn-y was made. 


Operation by Dr. Hugh Cabot revealed a cyst of 
the liver adherent to the colon. Gall bladder and 
right kidney normal. All of the cyst wall could not 
be cut away, and after operation bile drained pro- 
fusely from the r-sulting sinus. The stools were 
clay-colored from the twelfth post-operative day. 
Various complications developed, retaining the child 
in hospital 81 days. When he was finally discharged 
practically all his bile was draining from the sinus. 
Large amounts of ox bile had been fed by mouth. 

After five and a half months, the patient re- 
entered the hospital, May 7, 1913. Within the pre- 
ceding three weeks the sinus had stopped draining 
several times, each time the child suffered from nau- 
sea, vomiting and rise of temperature, the symp- 
toms subsiding on r--establishment of drainage. On 
the afternoon of entrance black fecal material had 
been vomited, and a black tarry stool passed. On 
examination there was marked pallor, with several 
ecchymotic areas on extr-mities. Hemoglobin 35 per 
cent; clotting time 4% hrs. The following day a 
blood transfusion was given, and the amount of ox- 
gall administered rapidly raised from 12 to 60 
grains. The child’s general condition improved so 
that in 7 weeks he was considercd ready for repair 
of the biliary condition. 


Operation June 25, 1913, by Dr. Hugh Williams. 


Under ether anesthesia an incision was made about 
the old sinus and the abdomen opened by excising 
the old scar. An hour-glass gall-bladder was re- 
moved, together with the cystic duct, which was tied 
with fine silk. When the adhesions about the fis- 
tulous tract had been separated it was found to be 
continuous with the common duct. The duodenum, 
lying near by. was normal. The gut was opened by 
a quarter-inch incision and an anastomosis made 
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between the duodenum and the end of the fistulous 
tract? An inner layer of No. 0 plain catgut, and an 
outer layer of fine continuous silk were used to 
make the joining. A Miller wick was placed to the 
site of the anastomosis, and the wound closed in 
layers. The stools passed the following day were of 
normal color, containing a large amount of bile. 
The patient was discharged for the second time after 
a stay of 40 days in hospital. 


A more instructive case than this would 
be hard indeed to find. This patient has 
been under constant observation since early 
childhood, so the value of the procedure 
which I am engaged in discussing could hard- 
ly have a better demonstration, It is most 
surprising that it should have received so 
little attention, even its originator seemingly 
giving little thought to its surgical import- 
ance at the time when it was first per- 
formed. 

Chronologically the next transplantation of 
a biliary fistula was that carried out by 
Howard Lilienthal on December 18, 1921. No 
printed report of this is to be found however, 
until June 1923. Lahey’s first case was 
operated October 19, 1922 and reported in 
the Journal of the American Medical As- 
sociation, March 31, 1923. 

Lilienthal’s patient was a woman aged 
thirty-one years, who had undergone chole- 
cystostomy and drainage in 1917. Only two 
years of relief followed this intervention, so 
in the autumn of 1921 it was decided to re- 
move the gallbladder at the same time the 
patient was treated surgically for a gyne- 
cological condition. This proved impractical, 
however, acute suppurative cholecystitis oc- 
curring two days after amputation of the 
cervix. For the relief of the biliary condi- 
tion drainage was done at once, the common 
duct being incised and several] stones milked 
out. A drainage tube was placed in the 
hepatic duct. Bile escared from the wound 
left by this procedure for the space of two 
months. It was then concluded that the bile 
would not again flow through the natural 
channels, so on December 18, the fistulous 
opening was circumcised, leaving a thin col- 
lar of skin and the sinus freed from its ad- 
hesions. “When the stomach was reached 
the implantation of the sinus looked so feas- 
ihle and tempting that it was decided to 
make the experiment.” 

At the meeting of the New York Surgical 
Society at which this case was described, 
Lahey was present as a guest, and in the 
discussion which followed he made mention 
of his own case and that of Williams, which 
had not at that time been published. His 
patient was a man of 28 vears, who present- 
ed a common duct fistula, following opera- 
tion for cholecystitis and pancreatitis. The 
gall bladder was removed and a drain in- 
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ser‘ed down to the pancreas. The tube was 
withdrawn from the common duct at the 
end of 14 days; thereafter, all bile flowed 
through the sinus. Two and a half months 
later, the stools remaining clay-colored, the 
sinus was closed, 


The outcome of this intervention was so 
satisfactory that Lahey very shortly em- 
ployed it in two further cases, which he re- 
ported in December, 1924. His publications 
stimulated others to attempt repair in these 
discouraging cases of persistent biliary sinus, 
and other accounts of more or less successful 
operations of the same type began to be 
made public. Fordyce St. John’s case is one 
of the most interesting. The operation was 
performed in the summer of 1924, but not 
reported until 1926. Cholecystectomy had 
been done for what “ was evidently an acute 
exacerbation on top of an old chronic chole- 
cystitis.” The patient successfully weathered 
post-operative pneumonia, but the persis- 
tence of loss of bile through the fistula, 
necessitated administration to him of his 
own bile, which he took for a period of five 
weeks. On the eighty-sixth day after chole- 


cystectomy,— 


“a second operation was performed, at which the 
following pathology was noted: The great omentum 
and transverse colon, the liver, the duodenum and 
stomach were adherent. A probe introduced into 
the mouth of the sinus passed down immediately be- 
neath the infericr surface of the liver, where the 
sinus tract was lost in dense adhesions. A 3 cm. 
longitudinal incision was made in the anterior wall 
of the stomach, aft-r the tract had been dissected 


out for about 1 cm., the mucous membrane being . 


sutured to the skin margin of the sinus throughout 
its entire extent. Musculature was later repaired 
to the margin of the sinus tract, and a bit of the 
grcat omentum lightly sutured over the anastomo- 
sis. The wound was closed without drainage. Pri- 
mary union with no leakage of bile at any time. 


One year after the second operation the patient 
had gained 60 pounds. He was symptom free, hav- 
ing no indig’stion, his appetite was excellent and 
his bowels were moving daily without medicine; no 
Suggestion cf jaundice at any time. After 21 months 
he was still symptom-free, able to eat anything, 
and had not lost a day’s work in 16 months.” 

Lahey remained the chief exponent of this 
particular procedure until some three years 
azo, when reports were issued from the Mayo 
Clinic concerning the operative work of Walt- 
man Walters and his associates. In October, 
1930, the Boston surgeon could tell of ten 
cases where he had transplanted a biliary 
fistula into stomach or duodenum. “Six of 
these”, he tells us, “ are well and free from 
symptoms. One has been a complete failure 
in that the entire external biliary fistula has 
returned, She will have another attempt at 
transp'antation in three months more. One 
's a partial failure in that she is suffering 
from intermittent frequent attacks of biliary 


obstruction or infection so that she does not 
enjoy life, and will probably require reestab- 
lishment of the external biliary fistula. Two 
died following operation.” In a communica- 
tion from Dr. Lahey, Feb. 1, 1932, he states 
“we have now transplanted fourteen biliary 
fistulae and while it is far from as nice an 
operation as we would like to have it, in such 
cases as we have employed it it has been the 
only operative procedure left to do”. 


Gatewood, in discussing Dr. Lahey’s paper, 
reported three cases in which he had suc- 
cessfully implanted fistula into the stomach. 


Whipple, in 1927, recorded two failures; 
one died within 24 hours from cholemia; in 
the second case, the tract was impaired dur- 
ing the procedure and a gastric fistula form- 
ed, then peritonitis developed, with death. 

Roith, in 1924, reported a case of external 
biliary fistula which he implanted into the 
stomach and was well one month after opera- 
tion. 

Masson has never reported his cases but it 
was quoted by Lahey and Walters that he 
successfully implanted a fistula into the 
stomach. 

In 1930, Roeder reported an implantation 
of a fistula into the duodenum with good re- 
sults and patient was well four months after 
operation. He made a very interesting ob- 
servation by sectioning a portion of the fis- 
tulous tract and finding it partially lined 
with glandular epithelium and advanced the 
possibility that the gland-like structures 
found looked similar to intestinal mucous 
membrane and could be an outgrowth of the 
bowel mucosa and be one of the causes why 
fistulous tracts have a tendency to remain 
patent. 


The Mayo Clinic should probably be ac- 
corded precedence for laying emphasis upon 
the importance of plastic surgery of the bili- 
ary system, inasmuch as in 1905, W. J. Mayo 
treated a stricture of the common duct by 
making an anastomosis between the stump 
of the duct above the stricture and an open- 
ing made in the duodenum, a procedure which 
has been successfully utilized in a large num- 
ber of cases since that time. But in the 
early months of 1928, Walters of that Clinic 
decided to use the method advocated by 
Lahey and the others already mentioned, and 
has lately given an account of five cases “in 
which purposeful external biliary fistulas 
were imp'anted into the stomach or duo- 
denum for the relief of biliary obstruction 
due to stricture of the common bile duct, so 
extensive that there was not enough normal 
duct to enable anastomosis into the duo- 
denum.” Two of these gave results satis- 
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factory to all concerned. There has been no 
evidence of further biliary obstruction, one 
patient having been under post-operative ob- 
servation for two and a half years at the 
time report was made (April 1931). In two 
further cases the results were good, but not 
perfect, as is evidenced by occasional] attacks 
of pain and jaundice, though the general 
health is vastly improved, and the symptoms, 
even when they do appear, are much milder 
than before implantation of the fistula. One 
patient died the fifth day after operation, 
from hepatic insufficiency and _ intra-ab- 
dominal hemorrhage. “She had been jaundic- 
ed for years prior to the transplantation of 
the fistula.” 

Interest in this surgical procedure is not 
now confined to our own shores. From Eng- 
land comes a report of a successful implanta- 
tion of “an external biliary fistulous tract 
into the duodenum.” The author, George E. 
Waugh. feels that “in view of the rather 
surprisingly small number of cases that have 
been put on record,’—as quoted from 
Walters last publication—“it may be worth 
while to give the details of one more case of 
an external biliary fistula which was im- 
planted successfully into the duodenum by 
the writer in February 1929. Although the 
patient is 74 years old, he is still, at the date 
of writing (October 1930), in excellent 
health.” To this patient, perhaps more than 
any of the others whose cases have become 
part of this record, the operation was pecul- 
iarly helpful, for in addition to the gall- 
bladder condition, he had been left with a 
permanent incontinence of urine following 
prostatectomy. The author comments: 
“With two external fistulas his plight was 
very miserable, and although he was a high 
operative risk, it was decided to attempt the 
closure of the biliary fistula.” The technic 
employed was the same as already described. 
A year and nine months later the old gentle- 
man was still “wonderfully well”, according 
to his family physician. 

I have thus been able to find in the litera- 
ture, thirty-two cases of implantation of a 
biliary fistula into the gastro-intestinal tract, 
—either duodenum or stomach. There would 
seem to be need of no apology for putting a 
thirty third on record, for the procedure is 
yet sufficiently unusual to make a wider 
knowledge of its practical application desir- 
able. But before relating the details of my 
own case, I wish to mention some of the fac- 
tors which the operators who have attained 
success feel are of importance in reaching 
satisfactory results. 

It is the opinion of Walters that, given 

accurate implantation of the fistula, success 
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is probably conditioned by the state of the 
liver and the effectiveness with which the 
external fistula drains the hepatic ducts. If 
such pathologic conditions as cirrhosis of the 
liver and infection of the _ intra-hepatic 
branches of the biliary tract exist, it is like- 
ly that longstanding obstructive jaundice will 
be present as a complicating factor, and the 
results will inevitably be less satisfactory 
than when any such complications are absent, 
The surgeon who undertakes fistula implan- 
tation after a previous procedure has been 
done by another surgeon, almost always per- 
sonally unknown to him, cannot often assure 
himself that the external fistula is adequate- 
ly draining the hepatic duct. 

The preservation of an adequate supply of 
nourishment to the tissues, is thought by 
Lahey to constitute one of the chief requis- 
ites for success. “The fistulous tract may 
be cored out of the abdominal wall, but 
should not be dissected free from the under 
surface of the liver, from which it doubtless 
receives a good deal of its nourishment, 
which in turn helps to prevent contraction.” 
Cicatricial contraction is, of course, one of 
the uncertain quantities which are likely to 
disarrange the most carefully thought out 
surgical plans. The maintainance of patency, 
upon which the success of any such inter- 
vention must depend, is conditioned, in this 
procedure as in any dealing with a duct pass- 
ing through scar tissue, by the fact that the 
secretory pressure of the bile, or other pass- 
ing fluid, is greater than the contractile 
rower of the scar tissues of which its wall is 
composed. This operator reasoned that the 
same force which keeps an external fistula 
obstinately open, in spite of the most cun- 
ning surgical attempts to close it, ought to 
be effective in maintaining patency when the 
fistula has been implanted to the inside. 


One aspect of the procedure, which seem- 
ed to Waugh to require special emphasis, is 
the necessity of preserving the whole of the 
fistulous tract intact until a preliminary dis- 
section has revealed the exact nathological 
state of the biliary apparatus. In his own 
case, he says “only when all the structures 
in the matted gastrohepatic omentum had 
been dissected clean was it possible to realize 
that the whole of the common duct, common 
hepatic duct, cystic duct and gall-bladder had 
disappeared, and that the now isolated tract 
led from a lateral ovening in the right hepa- 
tic duct to the surface of the body.” Other 
operators have, in such an emergency, mant- 
factured an external bi'iary fistula, as has 
already been noted. 

We have it on the authority of Lahey that 
the production of a complete external biliary 
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fistula “is by no means a simple procedure.” 
In four of his cases, a spontaneous internal 
fistula materialized, the duodenum or stom- 
ach attaching itself to the hepatic duct above 
the stricture. “In all four of these cases, the 
spontaneous fistulous canal was not of suf- 
ficient size to prevent back pressure and 
jaundice, and in each case it was necessary 
to detach these spontaneous fistulae and to 
establish complete external biliary fistulae.” 
Of course, not all spontaneous fistulae be- 
‘have in thjs way, but in most instances, even 
when drainage of the bile is physiologically 
ample for a while, contraction takes place 
later on, even when the external portion of 
the tract has healed, which will necessitate 
repeated operative intervention. If it is true 
that secretory pressure from within the duct 
is sufficient to neutralize and overcome the 
contractile power of the scar tissue wall, it is 
likely that the balance of control is within 
very narrow limits, and “when in complete 
external fistulae even a very small spontane- 
ous fistula is established between the duct 
and the duodenum (or stomach), pressure 
within the fistulous tract distal to the spon- 
taneous fistula becomes lowered and _ the 
ability of scar tissue in the external sinus. 
tract then controls the situation,” with re- 
sulting contraction and closing up of the 
sinus, 

Because his experience taught him that 
such spontaneous internal biliary fistulae are 
at times the cause of failure of the external 
sinuses to remain open until they are in a 
condition suitable for dissecting out and re- 


such an outcome by turning up the omentum 
over the duodenum and suturing its right 
free border to the posterior parietal peri- 
toneum, at a point proximal to the passing of 
that membrane over the first portion of the 
duodenum, the pylorus and pre-pyloric area. 
He had tried this in but two cases when the 
report concerning the maneuver was made, 
and it was too soon to make possible a final 
conclusion as to its feasibility. 

As to the preferable portion of the gastro- 
intestinal tract for the introduction of the 
biliary fistulae, there seems to be no stand- 
ard of opinion. Several operators intended 
to make an anastomosis between the duct 
and the bowel, but found such conditions 
after exposing the operative field that im- 
plantation of the dissected-out fistula into 
the stomach proved easier than the technic 
originally contemplated. Lahey believes the 
stomach should be employed by preference. 
He gives two reasons for this; (1) because 
the stomach is tolerant. of the direct intro- 
duction of bile, as has been demonstrated by 


implantation, Lahey attempted to prevent - 


those’ of his cases where it had been used as 
the site of implantation, and has long been 
recognized in cases of cholecystgastrostomy 
for carcinoma of the head of the pancreas; 
and (2) because there is always possibility 
of leakage, which is of much less serious 
import in the stomach than in the intestine. 
Leakage during the recovery period does not 
by any means spell immediate and complete 
failure. This author has seen such leakage, 
presumably because the attachment to the 
sinus tract had been pulled off during a 
paroxysm of vomiting or coughing, but even 
when such leakage took place, the tracts have 
closed up and remained dry in several in- 
stances. 

An accurate report on the number of cases 
in which the stomach or duodenum was used 
for the implantation can not be made be- 
cause a detailed case report in some of the 
cases reported was lacking but there seems 
to be about an equal number of each type, 
with a tendency to a more frequent use of 
the stomach wherever possible in the niore 
recent cases. 


There has been considerable hesitancy on 
the part of the profession to accept the work 
of Oddi and Dastre which showed that bile 
in the stomach had little, if any, effect on 
the chemistry of digestion. This work has 
been repeated by Beavers and Mann of the 
Mayo Foundation and they have compiled 
sufficient experimental proof to offset any 
objection to side-tracking bile into the stom- 
ach. 

REPORT 

Chief Complaint: Biliary fistula; nine months 

Family History: Father died at 63 of pneumonia; 
moth’r died at 48, change of life; three brothers 
living, in good health; two brothers dead, one of 
accident, other of appendicitis; four sisters living 
in good health; two sisters dead, one of pneumonia, 
other in infancy. 

Past Medical History: non contributory. 

Present Illness: Patient had history of upper 
right quadrant pain at intervals, for past three 
years, with pain radiating to right scapula and 
shoulder region. The pain became more intense and 
the attacks more frequent. Was examined at Cleve- 
land, December 28, 1928, and a diagnosis of chronic 
cholecystitis was made. In March, 1929, was oper- 
ated upon at Charity Hospital, Cleveland. Opera- 
tion was cholecystectomy. Great quantities of bile 
began draining from operative wound five days af- 
ter operation and continued for nine months. On 
October 10, 1929, the draining sinus was curetted 
in a physician’s office, but it did not materially af- 
fect the quantity of bile which drained from the 
fistula. On December 9, 1929, the patient came 
under our observation at St. Joseph’s Hospital in 


Albuquerque. 

Pre-operative Preparation: At that time he was 
extremely emaciated, anemic and great quantities 
of bile were flowing from the fistula. The patient 
was transfused with 500 cc. whole blood, Linder- 
mann method, on December 20, 1929. Lipiodol in- 


jections into the sinus tract, revealed a direct con- 
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nection with the liver and no evidence of any re- 
maining lower portion of common duct. 

Operation: Under ether anesthesia, the fistula 
tract was cored out from the skin leaving as much 
tissue as possible around it and especially leaving 
intact at its attachments to the under surface of 
the liver, hoping to insure its blood supply. Ex- 
ploration failed to reveal a lower portion of the 
common duct and on account of the adhesions, 
there was transplanted into the stomach two inches 
from the plyorus anteriorly and all of the available 
omentum, which was quite small, was sutured 
around the implantation. Penrose drain was pl. 
to the site of implantation and incision closed in 
layers. 

Post-operative Course: The patient made an un- 
eventful recovery and within 6 weeks after the op- 
eration, was out of the hospital and had gained 10 
pounds. Stools being normal from the 6th post- 
operative day. He was kept on a mild Sippy regime 
flor 2 weeks, the same as is used in any form of 
gastric surgery for the first 2 weeks. After that 
time, he was given regular diet without any unto- 
ward reaction and his course was smooth in every 
particular. In a communication from him, he stat- 
ed that on April 1, 1930, 4 months post-operative, 
his weight was 161 pounds, a gain of 31 pounds 
since his operation. On April 1, 1930, he took up 
his usual duties in a busy real estate office in Cleve- 
land and within a few weeks, he began to lose 
weight, losing 20 pounds within 30 days, with a re- 
turn of slight icterus and itching and his stools be- 
came light in color. He was examined and was told 
that there was a slight obstruction of the duct. 
Diet and medication was prescribed. Symptoms soon 
subsided and he has had no return of symptoms of 
obstruction and regained his normal weight and has 
been in good health since. 
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ACUTE NON-DIPHTHERIC LARYNGO- 
TRACHEO-BRONCHITIS WITH 
TWO FATALITIES 
(Case Reports) 

HARRY LEIGH, M. D. 

El Paso, Texas 


(Read Before the El Paso County Medical Society, 
El Paso, Texas, February 8, 1932.) 

While the occurrence of acute laryngo- 
tracheo-bronchitis has practically always 
been considered a complication of some re- 
spiratory infection, increasing numbers of 
these cases would seem to admit this con- 
dition occasionally as a clinical entity. Since 
reporting four fatalities due to acute non- 
diphtheritic obstruction in 1926, many cases 
have come to my attention but only recently 
severe enough to cause death. In spite of 
the appearance of many papers on the sub- 
ject in pediatric and oto-laryngology sections 
there has been little special information add- 
ed regarding etiology, pathology or treat- 
ment. Doubtless this is a fairly old malady, 
in fact medical historians are now quite con- 
vinced that George Washington died of such 
an affection. As far back as the earliest 
epidemics of severe diphtheria and other in- 
fections, this doubtless occurred and was 
never differentiated from the disease caused 
by the Klebs-Loeffler bacillus. 

Case No. 1., Baby B.. age 4 years, male, Amer- 
ican. Father had active tuberculosis. Child never 
had been seriousy ill and had practically always 
been free of colds. A physical examination showed 
a beautifully developed child, fine clear skin, large 
prominent thorax, fine hair, and a build suggestive 
of the thymo-lymphatic cases. Late in August, 1931, 
following a cool change in the weather, the onset 
was noted as a cough attack about 4 a. m. By phone 
the mother was advised to give a simple treatment 
that resulted in quick relief. He ate breakfast and 
played about the house until about 10:30 a. m, 
when the mother noticed a recurrence of symptoms. 
I saw the child immediatey and found two degrees 
of temperature but no redness of the throat. = 
cult noisy breathing was noted. The accesso 
clec of respiration were being used in the e Fort "to 
get air. Small doses of morphine and atropin, and 
ephedrin sulphate along with a crqup tent inhala- 
tion seemed to give considerable relief. Recogniz- 
ing the possible gravity of the situation a nurse was 
put on the case and Dr. J. A. Rawlings called as 
consultant. This method of treatment seemed to 
be doing all that could be expected. I saw him sev- 
eral times during the day ca about dark he looked 
very much better. About 8:30 p. m. a call reported 
a cyanotic attack and upon arriving the patient 
Icoked very ill. cyanotic, weak, and a cold sweat 
covered his body. The patient was taken to Provi- 
dence Hospital where a tracheotomy was perform 
at once by Drs. Schuster and Schuster, with little 
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needed local anesthetic. A little relief was noted, 
but not the spectacular relief of a diphtheritic lar- 
yngeal obstruction. When placed in bed he began 
struggling frantically and raised up and fell back 
dead. Cardiac function appeared to have stopped 
for some time before respiration ceased. No evi- 
dence of membrane could be seen. Only bloody, 
frothy fluid in the tracheotomy wound suggested 
an inflammatory edema. Laryngeal and tracheal 
cultures showed pneumococci and staphylococcus 
aureus. Autopsy was refused. 


Case No. 2, Baby C., age 16 months, male, white, 
fourth child of healthy parents. The whole family 
had been ill with so-called “flu” for several days, 
and this child had begun running temperature early 
one morning in January, 1932. I was called about 
9:30 a. m. The baby appeared dyspneic, and a sub- 
cyanotid hu2 was evident. No redness of the throat 
was visible. A general physical examination showed 
a beautifully developed child of the thymo-lym- 
phatic build, clear fair skin, finely moulded pete. 
fine hair, and exceptionally good nutrition. Real- 
izing a possibly serious termination, I warned the 
parents of the danger. Treatment instituted as in 
Case No. 1, seemed to give quick relief. In about two 
hours I was summoned to find the baby in extremis, 
cyanotic, with shallow breathing. Adrenalin gave 
a short respite, when he began struggling, turned 
more pink, sat up and then dropped over dead. 
Again cardiac failure seemed to have preceded the 
respiratory arrest. A culture of the larynx showed 
a pure culture of staphylococcus aureus. Autopsy 
was refused. 


Both cases present dual findings as to 
build, development, course and termination 
of the disease. In the preliminary study, 
those cases that died and came to autopsy 
showed excessive lymphatic distribution, as 
well as excessive thymuses. Many cases have 
occurred in my practice and recovered but 
they were not of this previously noted type 
of build and development. However, when 
it is remembered that the lesion may rest 


anywhere from the larynx to the bronchi, 


or involve the whole tract as an acute in- 
flammatory edema or even a diffuse exuda- 
tive swelling, the patients most favorable to 
treatment are most certainly not the type of 
children just described. Undoubtedly the 
child itself is as important a factor in the 
prognosis as is the acuteness of the infection. 
It may be well to regard any child, especially 
infants, with an acute laryngo-tracheo bron- 
chitis with respiratory embarrassment, as 
seriously ill until proven otherwise. 


DISCUSSION 


DR. W. E. VANDEVERE: Cases of this type I 
consider more serious than cases of diphtheria, be- 
cause in diphtheria we have the specific antitoxin, 
which if given reasonably early is pretty sure to ef- 
fect a cure, whereas in these cases, despite all that 
can be done for the child death may ensue. Respira- 
tory distress from obstruction in the larynx is gen- 
erally a most important symptom. Usually it is a 
very simple matter to look into the throat, but in 
most of these cases the child is unconscious when 
we are called in and it is a question to how to get 
in the throat and do a tracheotomy as soon as pos- 
sible so the child can breathe. It is very important 
to know when to do a tracheotomy; we always 
Preach about doing them early, but generally are 
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not called until the chid is exhausted and the larynx 
is intensely inflamed and congested. , 

DR. F. P. SCHUSTER: Dr. Leigh deserves a 
great deal of credit for calling attention to these 
cases and also for working out the pathology. I 
remember half a dozen or more cases back in the 
latter part of 1918, during the influenza epidemic, 
in which the principal symptoms were severe dysp- 
nea and cyanosis with very few chest findings and 
which were sent in for tracheotomy, which was 
done on every case, usually as an emergency. All 
these children died and as a result we were called 
on the carpet for doing tracheotomies in cases where 
the pathologist did not think it was indicated. Since 
that time, and in the cases Dr. Leigh has reported, 
it would seem that the value of tracheotomy is ques- 
tionable. Dr. Leigh failed to report the cases that 
he has cur: d, but we know that some of them do get 
well. It is my opinion that in these cases there is a 
severe toxemia and this toxemia is so overwhelming 
that in spite of the relief from the laryngeal ob- 
struction, the child is not able to overcome the tox- 
emia. Removing the secretion from the bronchial 
tubes and trachea aids the child but is not success- 
ful in saving it when the stage described by Dr. 
Leigh has been reached. Recently Dr. E. B. Rogers 
had a case where the obstruction came on suddenly. 
I refused to do a tracheotomy on account of my pre- 
vious experiences and recommended medication, 
sending the child home. Several days later Dr. Rog- 
ers phoned that the child was in good condition, 
and recovery soon followed. 

DR. M. P. PALMER reported the case of a child, 
fourteen months old, in which emergency tracheot- 
omy was performed and the child seemed to be im- 
proving for 24 hours, then suddenly collapsed and 
stopped breathing. 

DR. HARRY LEIGH, closing), stated these cases 
were extremely difficult to handle in that the fam- 
ily must be treated as well as the child and referred 
to the pres-nt-day insufficient dress fad as a pos- 
sible reason for many of the colds and infections 
with which children become afflicted. 


CLINICAL CASE REPORT 
Traumatic Hydronephrosis of Left Kidney 
and Abscess of Right Kidney with Stone 


KELVIN D. LYNCH, M. D. 
ROBERT F. THOMPSON, M. D. 
El Paso, Texas 


(Read Before El Paso County Medical Society, 
March 14, 1932.) 


M. B., age 10, admitted Oct. 15. This lad was 
struck in the abdomen by a playmate at school and 
was rendered unconscious for a few moments. When 
brought to the hospital shortly afterward there was 
pain throughout the abdomen, especially on the left 
side. There was no rigidity of appreciable signifi- 
cance nor was there any vomiting. A little later he 
developed hematuria, which lasted three or four 
days, along with some elevation of temperature 
which was attributed to an upper respiratory infec- 
tion present at this time. After remaining in the 
hospital for ten days he was symptomless with 
clear urine, no fever, and he was allowed to go 
home being apparently all right. 

Five weeks later he was returned to the hospital 
where he was observed to have a large mass in the 
left loin and with persistent hematuria. The mass 
was painful and tender. It was thought at first 
that a renal tumor was being dealt with. A plain 
x-ray showed the enlarged left kidney with a stone 
shadow in the region of the right kidney. There 
was no obliteration of the psoas shadow. Upon cys- 
toscopy the catheter in the left side was stopped at 
20 ecm. Following this ureteral catheterization the 
mass in the left loin disappeared in about twenty- 
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four hours. When the pyelograms were studied there 
was secn an obstructed left ureter and a constric- 
tion of right ureter. The shadow, presumably of 
renal stone, remained in the right kidney area. 
There had never been any symptoms referable to 
the right kidney and by its position it was thought 
at first that the shadow might be that of a large 
gall stone. 

From the obstructed left ureter demonstrated by 
pyelography with resulting hydronephrosis it was 
the impression that the urinary organs on the left 
side had been damaged by trauma. Intravenous 
pyelography at this time showed the left kidney to 
have some secretory power. Under ether anesthe- 
sia operation was done Dec. 15th. The pathology 
exposed was a tight stricture of the ureter about an 
inch and a half below the pelvis and a right angle 
kink just above this point. The entire uretero-pel- 
vic area was buricd in dense adhesions. The kink 
was straightened; adhesions dissected away and 
ureteroplasty effected upon the stricture. The 
ureteroplasty was performed by excising the scar 
tissue of stricture leaving a bridge of ureter and 
suturing this transversely. A small rubber catheter 
was passed down ureter from pelvis, the upper end 
being brought out through wound in loin for drain- 
age. 

The convalescence following this operative pro- 
cedure was quite satisfactory. Cystoscopy*Jan. 18, 
1932, showed the plastic work upon the is to 
all right and that the kidney was functioning well. 
There were only a few pus cells in the urine. The 
x-ray plates at this time siill revealed the stone in 
the right kidney area which was apparently causing 
no trouble. 

Suddenly, during this satisfactory convalescence, 
periodic seizures of high temperature along with 
pain and tenderness in the right side manifested 
themselves, associated with vomiting at. intervals. 
This was at first ascribed to infection having been 
stirred up in the left kidney, by the pyelography of 
Jan. 18, but further study showed the pain and 
tenderness to be solely on the right side. 

For the relief of these painful symptoms referable 
to right kidney, operation was done on this side 
under either anesthesia Jan. 28. The kidney was 
exposed by loin incision and a large cortical abscess 
was seen in the mid-portion extending through into 
pelvis. Upon opening the pelvis pus welled forth 
and the stone, which was blocking the pelvis, was 
removed. The abscess cavity was drained by in- 
sertion of iissue drains and a small catheter was 
left in pelvis and brought out through the wound. 

The recovery from both operative procedures has 
been speedy and uneventful. He left hospital one 
month following last operation. The wounds are 
now healed and cystoscopy at the present time, 
March 12, showed the urine from each kidney to be 
clear with few remaining pus cells, and each ureter 
to be free from obstructions. 

This case is of interest in that it shows a 
child of ten years with pathology of different 
nature in each kidney at the same time: 

Left kidney—1. Traumatic injury to ure- 
ter and pelvis with resulting infected hy- 
dronephrosis. 

Right kidney—1. Stone in right kidney. 
2. Cortical abscess and infected hydrone- 
phrosis due to blocking of uretero-pelvic 
junction by stone. 

As all the cystoscopic work on this boy 
was done under local anesthesia it illustrates 
the ease with which reported examinations 
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can be made, as needed, upon children using 
the small caliber instruments without sub- 
jecting them to general anesthetics which, if 
repeatedly employed might injure materially 
their already damaged excretory organs. 


CASE REPORT OF ATELECTASIS DUE 
TO FOREIGN BODY 
W. E. VANDEVERE, M. D. 
El Paso, Texas 

(Presented before The El Paso County Medical 
Scciety, Jan. 25, 1932.) 

On the 29th of November, 1931, Dr. J. J. 
Armstrong of Douglas, Arizona, phoned me 
that a Mexican girl, three years of age, had 
two days previously strangled on a bean, and 
had been coughing and showing signs of 
bronchial irritation since that time. The 
breath sounds were heard faintly over the 
right chest. He had made an x-ray picture, 
which showed an atelectasis of the right 
lung, and his diagnosis was a foreign body 
obstructing the main bronchus of that lung. 
Dr. Armstrong’s alertness and keen insight 
into the’ pathology and mechanics involved 
was the cause of saving the child’s life. 

This case is of special interest inasmuch 
as it shows perfectly what happens when 
the main bronchus to a lung is completely 
obstructed. The air is absorbed and serum 
is poured into the alveoli and bronchioles, 
resulting in the so-called “drowned lung”. 
The trachea and heart are pushed to the ob- 
structed side and the intercostal spaces are 
narrowed. The volume of the opposite lung 
is increased, and becomes more transparent 
to the x-ray, and the intercostal spaces are 
widened. 

It is only too easy, with suppressed breath 
sounds and an opaque lung, to make a diag- 
nosis of pneumonia, and many such cases 
have died with the belief that such a condi- 
tion existed. Of course, an opaque foreign 
body offers no such diagnostic difficultv. 

The child arrived in El Paso the night of 
the 29th. Temperature was 101°, and the 
feeble breath sounds heard over the right 
chest probably were referred from the left 
lung. With the patient under ether anesthe- 
sia, the bronchoscope was passed, and a bean 
was found blocking the right main bronchus. 

It was found that the swelling of the raw 
bean from the moisture of the lung was suf- 
ficient to block the bronchus so completely 
that no forceps could be made to grasp the 
bean. The bean was easy to see but most 
difficult to remove. After about an hour I 
was able to bite off a piece of the bean with 
a small forceps and, by removing many small 
pieces, I soon had all of the bean out. With 
the aspirator I then removed all of the mu- 
cus and serum which poured into the bron- 
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chus from the lung. The child began to 
breathe better and breath sounds were heard 
as well over the right as over the left lung. 
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Three out of four beans I have removed 
from the bronchi were removed in small 
pieces. Only one was removed whole, and 
that had not been in the bronchus long 
enough to swell. 

Fig. 1 shows the condition before removal 
of the bean, and Fig. 2 shows the appearance 
of the lungs twelve hours after removal. 

The child was slightly croupy the next 
day but was allowed to go home on the 
second day and made an uneventful recovery. 


EPIDEMIC ENCEPHALITIS 
Case Report 

HARRY D. ATWOOD, M. D. 

(Presented at the monthly staff‘meeting of the 
Good Samaritan Hospital, March 28, 1932.) 

Case No. 12004, was admitted to Good Samaritan 
Hospital at 6:15 p. m. July 20, 1931. He was first 
seen on the previous day when he was taken sudden- 
ly ill with nausea and vomiting and a moderately 
high temperature. In a few hours he became semi- 
comatose and restless, resentful of any attempt to 
move or disturb him. He presented a dull apathetic 
look and could be aroused from his stupor with dif- 
ficulty. The following day he was somewhat less 
stuporous but nausea and vomiting continued and 
he was brought to the hospital. 

Two uncles of this child had had tuberculosis; 
one sister died in the hospital of diabetes mellitus 
on the day prior to his admission. Otherwise the 
family history is negative. 

On admission he was restless, tossing from side 
to side, and occasionally crying out. The pupils 
were widely and enegually dilated, but reacted to 
light. The-skin was dry, and the mouth, lips, and 
tongue dry and parched. Moderate stiffness of the 
neck was noted which increased markedly during 
the next few days. Heart, lungs and abdomen were 
negative. The patellar reflexes were normal; Ker- 
nig’s sign was present. There was hyperesthesia 
and pain on moving the back or limbs. On admis- 
sion the temperature was 101.4, and for the follow- 
ing five days remained between 100 and 102. Spinal 
puncture was done and about 5 cc. of clear fluid 
withdrawn under moderate pressure. The cell count 
was 70, equal numbers of polymorphonuclear leu- 
kocytes and jyuries s. Globulin and sugar 
contents showed a slight increase. Culture showed 
no growth and smears were negative to tubercle 
bacilli or other organisms. Sodium chloride was 
690 mgm. The white blood. cell count was 17,200 
with 79 per cent polys and 21 per cent small mono- 
nuclear lymphocytes. Hemoblobin was 90. Urinaly- 
sis was negative except for a slight trace of al- 
bumin. 

Lethargy, restlessness, hyperesthesia, rigidity of 
the neck, and unequal dilatation of the pupils con- 
tinued for four days after admission. The tem- 
perature then dropped below 100 degrees, and grad- 
ually to normal. He aroused from his stupor, ac- 
cepted nourishment, took an interest in his sur- 
roundings, and talked for the first time since the 
beginning of his illness. Daily lumbar punctures 
showed a gradual drop in the cell count with little 
chemical change. Smears and cultures continued 
negative. With improvement lumbar puncture was 
discontinued, 


After the lapse of a week, during which time he 
was practically free from symptoms and was about 
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to be released from the hospital, nausea, vomiting, 
and stupor again returned, and the temperature 
rose to 101. Spinal puncture was done and the 
spinal fluid again was found under pressure with a 
cell count higher than originally encountered. This 
period of relapse was of one week duration and 
the symptoms and spinal fluid findings were prac- 
tically a repetition of those originally met with. All 
symptoms again subsided except a temperature 
which fluctuated between 99 and 100 degrees, and 
the child was released from the hospital on August 
10, nct however without misgivings as to the possi- 
bility of another relapse. However, a gradual im- 
provement took place with no recurrence of symp- 
toms, and four months later he was apparently per- 
fectly well. 
_ The chief interest in this case is in the 
‘diagnosis, which lies between poliomyelitis 
of the abortive type and encephalitis, with 
more evidence, I believe, in favor of the lat- 
ter. A diagnosis of encephalitis is always a 
matter of difficulty and must, in all cases, 
be made by a process of exclusion. Those 
conditions most difficult to exclude in this 
particular case are tuberculous meningitis, 
other forms of mild meningitis and polio- 
myelitis. Tuberculous meningitis has prob- 
ably most often been mistaken for encepha- 
litis. The onset and initial symptoms may 
be similar and, during this stage, examina- 
tion of the spinal fluid is of the most help. 
In encephalitis the spinal fluid varies little 
from the normal, except for a slight increase 
in the cell count and a preponderance of 
lymphocytes. Cultures are negative and 
smears show no organisms. There is usually 
little change from the normal in the globulin 
and sugar content. In tuberculous meningi- 
tis a flocculent clot will be found as a rule in 
the spinal fluid after standing a few hours 
in which the tubercle bacillus may be found. 
The protein content will usually be increased 
as well as an increase in the lymphocytes. 
The chlorides are diminished and the sugar 
Jowered or absent, all of which will help in 
differentiating this disease from encephali- 
tis. It is to be borne in mind, however, that 
while in tuberculous meningitis the sugar 
content of the spinal fluid is invariably low 
or absent after the disease is well advanced, 
in the early stages it may be normal or even 
increased. Tubercle bacilli may not be found 
and inoculation of guinna pigs is too slow 
for other than a confirmatory measure. As 
a rule the cell count in tuberculous meningitis 
is higher than that in encephalitis, although 
the lymphocytes predominate in both condi- 
tions, in this respect also resembling polio- 
_myelitis. In tuberculous meningitis the de- 
termination of the cerberospinal fluid sugar 
is of special importance. It has been stated 
that a reduction of the sugar content below 
30 mgm. per 100 cc. provided the fluid be 
clear, is virtually pathognomonic of tuber- 
culous meningitis. Next to the actual de- 
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monstration of the tubercle bacillus, in the 
experience of many workers, this reduction 
in the sugar content of clear cerberospinal 
fluid, constitutes the strongest evidence in 
favor of a diagnosis of tuberculous meningi- 
tis. Lastly, tuberculous meningitis almost 
invariably progresses to a fatal termination, 
often however with intervals of improve- 
ment, while encephalitis, although grave as 
to the prognosis, terminates in 60 to 80 per 
cent of the cases in recovery. 

Encephalitis may be confused in its early 
stages with meningococcic and other forms 
of meningitis. We should expect to find 
here, however, a more marked leucocytosis 
with polymorphonuclear increase, and cul- 
ture and smear of the spinal fluid should 
demonstrate the causative organism. The 
cerebrospinal fluid while it may be clear 
early in meningitis, is usually turbid, show- 
ing a high cell count and a preponderance of 
polymorphonuclear leucocytes reaching 80 to 
100 per cent, the reverse holding true in 
encephalitis, 


Encephalitis and poliomyelitis are very 
closely related as regards clinical symptoms 
and cerberospinal fluid findings. I am refer- 
ring here to the early stages of poliomyelitis 
before paralysis has developed, or to the 
abortive type with no paralysis which may 
so easily pass undiagnosed. In poliomyelitis 
a sudden paralysis may develop with no pro- 
dromal symptoms, or, as more often happens, 
paralysis appears two or three days after the 
onset of symptoms. There is little difficulty 
here in the diagnosis. In these abortive 
cases the general bodily infection with the 
virus occurs, but either does not reach the 
nervous system or affects it so little as to 
cause no characteristic symptoms. There 
may be slight nervous symptoms such as 
rigidity of the neck, and pain in the neck, 
back, and limbs, but there is no paralysis and 
recovery takes place in a few days. Because 
of the slight and evanescent effect on the 
nervous system and the mildness of thie 
symptoms in these abortive cases, it is hard- 
ly possible to detect them except in epide- 
mics. The picture presented by the spinal 
fluid is very similar to that found in en- 
cephalitis. It is clear, usually under pres- 
sure, globulin is increased while the chlor- 
ides and glucose are present in normal 
amounts. There is the difference, however, 
that in the pre-paralytic stage the cells pres- 
ent are chiefly polymorphonuclears, After 
the development of paralysis this condition 
rapidly changes and a lymphocytosis ¢}- 
velops such as we have in encephalitis. The 
number of cells may be moderately or great- 
ly increased, and after the first week of the 
disease, there is a tendency for the cell count 
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to approach normal. Cultures are sterile 
and no organisms are found on microscopic 
examination of smears. In the cases in 
which paralysis develops, the localizing signs 
and the persistence of the paralysis are in 
favor of poliomyelitis while more evanescent 
paralysis favors encephalitis. 

Among other conditions which may at 
first simulate encephalitis in children are in- 
fluenza, pneumonia, typhoid fever, menin- 
gitis secondary to ear disease, enteric fever 
and possibly uremia. However, persistence 
of nervous symptoms and examination of the 
spinal fluid wi'l usua!ly rule out these con- 
ditions early. 


In this particular case, there are a num- 
ber of factors which mav be interpreted in 
favor of a diagnosis of abortive poliomyelitis, 
Among these is the seasonal prevalence; 
poliomyelitis usually occurs in the summer 
and autumn months, when this case devel- 
oped. Encephalitis as a rule is most often 
seen in the early months of the year. Also 
the fact that the spinal fluid findings are 
not conclusive in either disease. Further, 
that poliomyelitis is chiefly a disease of 
childhood and much more prevalent than 
encephalitis; while the latter is a disease of 
any age and not so commonly met with. Op- 


posed to these facts are the course of the 


disease as seen in this case, the severity and 
the persistence of the lethargy and nervous 
symptoms -'and the relapse lasting longer 
than the original attack, with no evidence of 
paralysis which we could hardly expect to 
see in poliomyelitis. 

DISCUSSION 


DR. ORVILLE H. BROWN: There is little that I 
can add to Dr. Atwood’s presentation. I saw this 
patient a number of times. Our first thought was 
that we had to do with tuberculous meningitis. The 
fact that the child was desperately ill and yet re- 
covered rules out tuberculosis. 

There is no dispute as to the diagnosis of en- 
cephalitis. As stated by Dr. Atwood, there are 
certain facts in favor of the diagnosis of an en- 
cephalitic type of poliomyelitis. In looking up the 
literature on the subject of encephalitis and polio- 
myelitis, I find that a number of workers are of the 
opinion that the two diseases may be due to one 
virus—the difference in manifestation being due to 
the site attacked. A tremendous literature has ac- 
cumulated, even during 1931, on encephalitis espe- 
cially in Europe, 

_ Strumpell* was the first to suggest that encephali- 
tis, especially in children, was due to the virus of 
poliomyelitis. His cases were characterized by 
abrupt onset, fever, nausea, vomiting, convulsions 
and several days’ stupor. The convulsons were 
usually unilatteral. Later came upper neuron pa- 
ralyses, usually only a weakness. Medin’® a 

with Strumpell. Burrows*, Maggiore and Sindoni‘, 
Peabody, Draper, and Dochez’ are others who think 
the one virus causes both encephalitis and polio- 
myelitis. Neustaedter, Larkin and Banzhof* carried 
out a series of experiments the results of which 
went to prove that the protective power of serum 
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oo one disease also acts against the virus of the 
other. 

Amoss’, on the other hand, thinks that he has 
demonstrated that the blood serum of encephalitis 
does not neutralize the virus of poliomyelitis. 

The Collective Investigation Committee’ of the 
New York epidemic of 1917 admits that there may 
be a cerebral type of poliomyelitis though none oc- 
curred in that epidemic. Barker’ suggests the cor- 
tical type is that of an infantile cerebral sy. 
Wickman ” after an extensive experience with the 
Heine-Medin disease says it may cause encephalitic 
changes. Walker and McKenzie“ say none of the 
cortical type occurred in the Detroit epidemic of 
1925. Wickman, Romer” and Zappert” have de- 
scribed cerebral changes in the usual form of polio- 
myelitis. Holt and Howland™ however omit a de- 
scription of a cerebral type in their text book. Neal 
and Abramson” found cerebral changes in 14 of 37 
cases of poliomyelitis of the 1916 New York epi- 
demic, but the changes in each case were slight as 
compared with the cord pathology. 

Williams”, Marie”, Parkes Weber“, Zappert” and 
Lovett” have reported cases of poliomyelitis which 
exhibited both spastic and flaccid paralyses, which 
seems to be positive proof of both upper and lower 
motor neurone invasiom 

Philip E. Rothman”, after a careful review of 
the literature is of the-opinion that -poliomyelitis 
and epidemic encephalitis are two distinct phenom- 
ena but admits that cerebral changes may develop 
in poliomyelitis. 

Although Edwin Bramwell™ makes the statement 
that judging from the literature epidemic encephali- 
iis is uncommon or at least seldom recognized, 
Griffith and Mitchell” say it is common in infan 
and childhood as reported by Heiman*, Comby”, 
Moore”, Neal”, Hofstadt”, Duzar and Balo”, and 
many others. In many of the epidemics reported as 
high as 40 to 50 per cent have been under 15 years 
of age. The tendency of encephalitis to occur in 
winter months and in epidemics, and being rarely 
sporadic argue against the diagnosis of encephali- 
tis. This case certainly had no paralyses and no 


’ discovered muscular weakness. The fact that there 


was a relapse might be thought to support the 
diagnosis of poliomyelitis, the relapse period cor- 
responding to the usual paralytic stage. We believe 
however, that the absence of the paralysis and 
muscular weakness is strong argument against the 
diagnosis of poliomyelitis, and, further, the gen- 
eral belief that cerebral changes only in polio- 
myelitis are unlikely, causes us to conclude that this 
is a case of epidemic encephalitis. 
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CASE OF AORTIC ANEURYSM 


E. W. RHEINHEIMER, M. D. 
El Paso, Texas , 

(Read Before El Paso County Medical Society, 
El Paso, Texas, Feb. 8, 1932.) 

B. D. M., age 32, pipe man, railroad, married. 
First seen August 8, 1931, when chief complaint 
was a “general poor feeling.” On awaking felt fair 
but later in day felt weak and “sick at stomach,” 
with vacant feeling in stomach. Occasionally for 
past week has felt hot at intervals lasting from 20 
to 30 minutes each time and on August 6th was 
naus ated and vomited after his lunch. Has heart- 
burn occasionally. Bowels soft and loose. 

Past History: Has always been in good health 
but has had several attacks of tonsillitis. Specific 
urethritis once. Lues denied. No rheumatism. Wife 
in good health, two children alive and well. Wife 
no miscarriages. 

Examination: Tall, thin male, does not appear 
acutely ill. Tonsils, chronic inflammation, and en- 
larged. Marked pyorrhea front teeth and all teeth 
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in poor condition. Lungs, normal resonance entire 
right side with normal voice and breath sounds. 
Left side, impaired resonance left apex with harsh 
breath sounds and crepitant rales at apex. Remain- 
der left lung normal. Heart marked enlargement to 
the right. Sounds fair quality with soft systolic 
murmur at lower end of sternum. Rate regular, 
92. Blood pressure 110/80. Abdomen flat with no 
masses or areas of tenderness. Reflexes normal. 
X-ray chest: Right lung increased bronchial thick- 
ening with some calcified nodes on hilar area. Left 
lung increased bronchial thickening with small 
amount of scar tissue in first interspace. The heart 
shadow is vertical type and shows some dilatation of 
both ventricles, more marked on right. The right 
auricle appears pushed up by the right ventricle and 
shows marked dilatation. Conclusions: Lung mark- 
ings with the calcified nodes in hilar area could be 
due to an early incipient type of pulmonary tubercu- 
losis. Heart suggestive of mitral stenosis but flu- 
oroscopic study suggested. Patient advised to return 
for further study, but not seen after August 12th. 

December 3, 1931, admitted to Hotel Dieu with 
the history of sitting quietly in his home this after- 
noon and about two o’clock became suddenly ill 
with an acute cutting pain over the heart. Was as- 
sisted to bed and fainted. Remembers that he had 
a chilly feeling and was covered with cold perspira- 
tion. The pain over the heart continued and was 
aggravated by taking a deep breath. Has not had 
any similar attacks in the past. Pain not referred 
to either arm or neck. In September, 1931, tonsils 
were removed at another hospital but no referenoe 
was made at that time to any other abnodmality. 

Examination on admission. Patient in r con- 
dition and acutely ill. Slight cyanosis of 7g Rest- 
less and complaining of pain over heart. Slight 
dyspnea. Throat slightly reddened. Tonsils ab- 
sent. Tongue slightly coated. Teeth in poor condi- 
tion with marked pyorrhea. Marked foul breath. 
Lungs: Slightly impaired resonance left apex with 
increased voice and harsh expiratory breath sounds. 
Few crepitant rales at left apex. Normal resonance 
remainder left lung and entire right. Small moist 
rales both bases. Heart: Apex beat not visible or 
palpable. In the fourth right interspace two and 
one-half inches to the right of the right border of 
the sternum there is a visible diffuse pulsation. Left 
border of heart two inches to the left of the left 
sternal margin on percussion. Right border three 
and one-half inches to the right of the right border 
of the sternum. Width of aorta at level of second 
interspace two and one-half inches. Heart sounds 
heard best on the right side and muscular tones of 
poor quality. Harsh systolic murmur heard on right 
side with greatest intensity in fourth right inter- 
space and not transmitted. Soft systolic murmur 
heard just below ensiform. Over the right side 
from the 3rd to 5th ribs on a line about two and 
one-half inches to the right of the sternum is a 
rough friction rub synchronous with the heart ac- 
tion. Does not disappear on holding breath. Heart 
rate 48, regular. Blood pressure 114/76 both arms. 
Abdomen. Not distended and no areas of dullness 
or tenderness. Liver lower edge palpable two fing- 
ers below costal margin. Spleen not palpable. Re- 
flexes present and normal. Slight edema _ both 
ankles. Urine. 1016, albumin a trace, sugar absent, 
occasional granular cast. Wassermann negative. 
Blood. R. B. C. 4,500,000. W. B. C. 8,000. Polys 72. 

Treatment. Rest in bed, ice bag over cardiac area 
and codeine for pain. 

Cardiac pain gradually disappeared simultaneous- 
ly with the friction rub. On 5th day heart suddenly 
started fibrillating and patient complained of pal- 
pitation and slight increase in dyspnea. On digitalis 
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therapy and sedatives heart action became more 
quiet and dyspnea less marked but fibrillation con- 
tinued. Electrocardiogram on January 8, 1932 
showed auricular rate of 400, ventricular rate 73. 7 
waves upright. Except for auricular fibrillation the 
cardiogram showed no organic heart disease. Fluoro- 
scopic examination of heart and esophagus with 
barium meal showed, according to roentgenologist’s 
report, marked dilatation of the right auricle with 
considerable pulsation. No apparent pressure on 
the esophagus as the barium meal was swallowed. 
No increase in density or areas of dilatation could 
be seen in either ascending or descending aorta. No 
tracheal tug dnenateaiile at any time. Patient 
discharged from hospital on January 9, 1932 with 
condition considerably improved. Able to walk 
several blocks without dyspnea but fibrillation still 
persisted. On discharge the heart findings were 
the same. 

On January 15, 1932 while at his home had a sud- 
den severe pain over the heart, collapsed and died 
while on the way to the hospital. 

Working diagnosis while in hospital: aortic an- 
eurysm, an-urysm Of right heart, dilated right auri- 
cle, cause not determined. physi 

Dr. W. W. Waite, in reporting autopsy findings, 
remarked that the case was an extremely interesting 
one and that it would have been impossible to have 
made the final diagnosis during life. He referred 
to other cases examined by members of the Patho- 
logical Club, but admitted this was different from 
any other that they had come across and was in a 
class of its own. From the x-ray, the diagnosis 
vvould have to be either a mediastinal tumor or 
tumor originating in the lung, or an aneurysm. 
However, tumor of the lung of this size ought not 
to cause distress, or at least not as much disturb- 
ance as was evident in this case, nor should a tumor 
of the mediastinum. 

On opening the chest, the pericardium was dis- 
tended and bluish, and indicated either a ruptured 
heart or aorta. When the heart and aorta were re- 
moved, a large saccular aneurysm was found of the 
ascending aorta. Part of the wall of the aneurysm 
was very thin and contained a small rupture which 
accounted for the hemorrhage. This rupture filled 
the pericardium completely with blood. On opening 
the aorta, a large rupture, almost completely en- 
circling the aorta, was found of the inner and 
middle coats. In places, this layer formed by the 
middle coat was partly dissected loose from the 
outer coat and separating the middle coat so that it 
projected free into the aneurysmal cavity. This 
fracture of the middle coat was as sharp and dis- 
tinct as if it had been cut with a knife. Except for 
a slight atherosis, the rest of the aorta appeared 
healthy. As when examined, the fractured area 
appeared to be a progressive affair. It seemed that 
it must have ruptured first for a short distance. 
In the posterior region, anterior to the esophagus, 
there was an area filled with blood clot and this 
probably corresponded to his August upset. The 
large rent was probably produced in December when 
h~ had his severe attack. Of course, his last upset 
was due to hemorrhage into the pericardium, 
x-ray evidence indicates he had his trouble even be- 
fore his August upset but the cause for the aneurysm 
is not apparent: There are no scars suggesting 
syphilis nor does the microscopic examination show 
the, usual picture seen in syphilitic aortitis. Syphilis 
of the aorta, when acute or active, produces intense 
round cell infiltration in the outer coat around the 
little blood vessels. When the process is very ac- 
tive, it occludes the blood vessels by pressure and 
then there is an infarct or dead area resulting, cor- 
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responding to the area supplied by the occluded 
vessels. As this area dies, it stretches. While the 
above changes are going on, the outer coat is get- 
ting thicker. When the inner walls of the aorta 
ive way, the outer coat holds in the blood but, 

ing made up of loose tissue, it stretches. Sections 
showed slight thickening of the aortic wall but not 
at all like that seen in syphilis. What made the 
aneurysm we do not know unless a natural congeni- 
tal weakness of the aorta. The sections showed a 
little round cell infiltration but that was to be ex- 
pected. While aneurysm of the aorta is pretty near- 
ly 100 per cent syphilitic, I believe this is one of 
the few cases where it was not due to syphilis. 


CONGENITAL OBSTRUCTION OF 
BILE DUCT 


(Case Report) 
FLOYD B. SHARP, M. D. 
Phoenix, Arizona 

(Presented before the Staff Meeting of St. 
Joseph’s Hospital, Phoenix, Ariz.) 

Case 20604: Male infant dying a ntly of con- 
genital obstruction of the tite dau, at the 
age of six days. It is of interest to note certain 
facts regarding its parentage and the labor on the 
part of the mother giving birth to this child, as 
should be done in all cases of death in early infancy. 

The father was a disabled ex-service man with 
cardiorenal disease and until recently a patient at 
Whipple Barracks. The mother was first seen in my 
office August 28, 1930, complaining of marked 
nausea and vomiting which she had had with her 
four previous pregnancies, one of which terminated 
at three months, she thinks as a result of pernicious 
vomiting. The other pregnancies resulted, the first 
time in an eight pound baby at term which showed 
signs of cerebral damage and has had some paraly- 
sis ever since. The mother has been unwell since, 
was badly torn and has felt as if the pelvic organs 
The second baby weighed eight 
and a half pounds and delivered spontaneously after 
a long, hard labor of several days. The other baby 
weighed six pounds, likewise born after a long, hard 
labor. The husband said that the doctor stated that 
he feared at the time of each delivery that he would 
be unable to get a live baby and that the mother 
was in a precarious condition as a result of the 
dystocia. At the time of her first visit to my of- 
fice she gave a history of the last menstruation 
being the latter part of June, 1930. Vomiting had 
begun one month before and she had had some treat- 
ment, not effective, in Long Beach, Cal. Her weight 
was 110 pounds, about fifteen pounds under the 
usual weight. Briefly, examination showed a poorly 
nourished woman of about 27 years, skin dry and 
harsh, lips dry and cracked, an anxious facial ex- 
pression, and vomiting continously in the office. 
Temperature 99.4. 

The tonsils were present but not inflamed. In- 
spection Of the ears showed the tympanic mem- 
brane retracted on both sides. There was mar 
tenderness over McBurney’s point. External mea- 
surements of the pelvis did not vary far from nor- 
mal. Bimanual examination showed a markedly 
contracted mid-pelvic plane, and a badly scarred, 
relaxed pelvic floor. The uterus was low in the 
pelvis and came easily down to the introitus and 
was enlarged to the size of a three months’ preg- 
nancy. The cervix was enlarged and firm, eroded 
and showing many old stellate tears. She was sent 
in to the hospital for treatment of her hyperemesis. 
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She was sent home free from vomiting and on full 
diet five days later. 


The mother did not report for further prenatal 
care, in spite of a writien request to do so, until 
shortly before term. At that time she was without 
funds and was referred to our clinic at the Social 
Service Center. She came into the hospital Febru- 
ary 26th in labor with contractions about three to 
five minutes apart, duration 30 to 60 seconds. The 
baby was small but upon reviewing her history it 
ws felt that she was at term and that the baby had 
been retarded in its growth by her toxemia or some 
developmental interference.’ The next morning 
there was little evidence of progress on rectal ex- 
amination. Castor oil and quinine, in divided doses, 
were given to stimulate pains which had become 
weak and ineffectual, pituitrin was added later, in 
three doses of one, two and three minims respective- 
ly. Regular contractions resulted and since the 
cervix seemed hard and fibrous, morphine (grains 
1/6), and scopolomine, grains 1/200), were given 
hypodermically early in the afternoon. There was 
no further progress, 


That evening vaginal examination showed no bag 
of waters and a rather marked caput appearing on 
the fetal head through the cervix which was dilated 
about four centimeters. A Voorhies bag was there- 
fore inserted by Dr. Flohr and about six hours later 
the patient easily delivered a live baby boy, weigh- 
ing 5 Ibs. 14 ozs. 


Nothing unusual was noted in the baby until the 
third day when he appeared jaundiced. The next 
day he did not nurse well, cried frequently as if in 
pain and became rapidly more jaundiced. Special 
attention was paid to its feeding, to the bowels and 
to the routine items in the baby’s care. Altogether 
45 cc. of mother’s blood was given intramuscularly. 
Interperitoneal saline was given at intervals, also a 
half unit of insulin after the baby was seen in con- 
sultation with Dr. Sherrill. The jaundice rapidly 
became deeper. The baby became moribund and 
died on the morning of the sixth day. Consent for 
an autopsy was secured from the mother and was 
done in Glendale by Dr. Flohr, Dr. Franklin and I 
being present. The abdomen only was opened at 
the request of the mother. Following is the report 
of Doctor Flohr. 


The body is that of a six day old baby boy, weigh- 
ing 5 lbs. 6% ounces, extremely jaundiced and 
markedly dehydrated. Examination was made of 
the abdomen only with special reference to the liver 
and gall ducts. The left lobe of the liver was en- 
larged to one and one fourth times normal size, was 
very dark, congested. 


The gall bladder was tense, about an inch and a 
half long and three eighths of an inch in diameter. 
this is one and a half times normal size. The cystic 
duct and common ducts were dissected loose. These 
were found to be medium size but very fibrotic and 
hard. It was impossible to express bile from the gal] 
bladder into the intestine. The common duct was cut 
just below ‘he junction with the cystic duct; at this 
point bile could be expressed from the ball bladder. 
On opening the duodenum the ampulla of Vater was 
twice normal size, deeply congested, very firm. We 
were unable to express bile through the ampulla of 
Vater, even before the duct had been severed. 
section we discovered a small calcareous nodule. ob- 
structing the common duct. 

The baby had an undescended right testicle and on 


the left side the testicle was partially descended 
giving the impression of the possibility of a hernia. 
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Anatomical Diagnosis: Congenital obstruction, 
common duct at the ampulla of Vater, dehydration. 

Since there was no evidence of other pathology in 
the child before death, special attention being paid 
to the possibility of cerebral injury, it must be con- 
cluded that the cause of death was congenital ob- 
struction of the common duct at the ampulla of 
Vater by a small calcareous nodule. At the time 
of autopsy I further noted and mentioned that pat- 
ency of the distal 1.5 cm. of the common duct was 
impossible to demonstrate, being apparently re- 
placed by a fibrous cord. Surgery was suggested 
as soon as the diagnosis was made, but deemed in- 
advisable because of the baby’s condition and the 
extremely small hope of accomplishing any benefit. 
Autopsy would seem to support this contention. 


PYLORIC ULCER AND PAPILLARY 
ADENOCARCINOMA OF 
GALLBLADDER 
(Case Report) 

JOHN H. WHITE, M. D. 

Phoenix, Arizona 

(Presented before the Monthly Staff Meeting of 
St. Joseph’s Hospital, Phoenix, Ariz.) 

Case 21596: Entered hospital conscious and ra- 
tional, Dec. 6, 1930, with the following history: Pa- 
tient vomits entire meal five to eight hours after 
ingestion of it. Gas forms in stomach three to four 
hours after meals. Food and soda relieves gas. On 
December 1, 1930, awakened at three a. m. with 
gastric distress. This is very unusual. Bowels have 
been inclined to be constipated for twenty five years. 

tomach trouble at intervals for same period of 
time. Several attacks in 1913. Appendix removed 
at that time without relief. Has sour stomach and 
belches with very little regurgitation of food. Dr. 
Gudgel, who has been treating him for several years, 
said this attack began in September, 1930, and had 
an interval of almost a year during which he suf- 
fered very litile. Vomits quite frequently now. 
Vomitus has the appearance of coffee grounds and 
suggestive of malignancy. 

Family history: mother well, father died at 33 of 
typhoid fever. One brother well, four dead, all of 
tuberculosis. No sisters. Wife well, no children. 

Past History: Usual childhood diseases; flu in 
1927; appendectomy in 1913. 


Physical Exam.: Fairly well developed, fairly 
well nourished white male about 58 years of age. 
Definite arcus senilis. Pupils react to light and ac- 
commodation. Nose clear, throat normal; neck no 
thyroid enlargement; chest: normal in contour and 
expansion; breath and voice sounds clear and dis- 
tinct throughout both lungs. Cardiovascular: heart 
normal in size and position; rate 80, no murmurs. 
Abdomen: some tenderness in epigastrium, no pal- 
pable masses; no rigidity. Examination otherwise 
negative. 


Laboratory: Report of gastro-intestinal on Janu- 
ary 19, 1927: In the examination of the stomach of 
this patient, there is delay in filling of the cap with 
the patient standing and definite spasm of the 
pylorus, with delay in filling the duodenum. When 
«tuodenum was outlined, the contour was practically 
normal with some evidence of obstruction in the 
second portion. 

There was a definite six hour residue of about 
fifty per cent of the barium and some residue stil] 
present at twenty four hours. The dye administered 
did not outline the gallbladder after twenty four 
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line the gallbladder with some lesion in the right 
upper quadrant producing duodenal obstruction 
without evidence of duodenal ulcer is fairly definite 
indirect evidence of pathology involving the gall- 
bladder. December 3, 1930. Blood: Wassermann 
reactions were negative; icteric index 6. Red count 
4,260,000; white count 6.400, with polynuclears 63 
and monos 37: hemoglobin 95; Ewald test meal free 
HCL 62; total acidity 86: trace of blood. Micro- 
scopical examination negative. 


December 4. 1930, x-ray report: In examining this 
patient’s gallbladder with dve, we showed no visible 
outline at twelve hours, there being a faint shadow 
present at eicthteen hours, this shadow being faintly 
visible at the thirty six hour neriod also. With 
barium meal, we show hvpermotility and svasm of 
the pylorus with contracted and irregular duodenal 
shadow. This shadow presents an incisura on the 
outer margin of the cap. We find that there is still 
a residue of barium meal at the end of twenty four 
hours representing definite delav in emptying. The 
colon was outlined in twenty fonr hours without 
visible abnormalities. These findings are definite 
for ulcer of the pvlorus nrobably extending from 
hoth sides of the ring. The reaction of the gall- 
bladder to dye is that of functional disability. 

Urine specimens on December 7th and 15th, both 
showed trace of alhumen and an occasional pus cell 
and two to four blood cells on last specimen. 
December 11th, stool specimen positive for occult 
blood. 

A workine diagnosis of duodenal ulcer and 
gallbladder disease with possible malignancy in this 
area. having been made, operation was deemed ad- 
visable. 

Operation Dec. 12, 1930 bv Dr. Palmer: Spinocain 
was introduced into second lumbar interspace. Per- 
fect anesthesia and relaxation ensued in few min- 
utes. Five inch right paramedian incision commenc- 
ing in the evigastric space and extending down- 
ward, the abdomen was opened. Some free fluid in 


peritoneal cavity. A scar was present on anterior . 


surface of the plyorus extending across the duo- 
denum, the greatest amount of scarring being on 
the duodenal side. No adhesions. The opening 
through the pylorus permittted the index finger. 

The gallbladder was very large. thickened, ad- 
hered to omentum and duodenum. There was a soft 
blackish gangrenous area at the fundus where a 
perforation was threatening. A ball and valve 
stone was obstructing the cvstic duct. The edge of 
the liver was extremely thin and marked cirrhotic 
changes present in the liver. The common duct was 
palpated, apparently normal. Enlargement of the 
glands along the common duct. Head of pancreas 
thickened and indurated. Cholecystectomy was done 
commencing at the cys‘ic duct and extending up- 
ward. A posterior gastroenterostomy was also per- 
formed. - Postoperative diagnosis: a pyloric ulcer in- 
volving principally the duodenal side. Chronic 
cholecystitis with suspicion of malignancy. Chole- 
lithiasis and chronic pancreatitis, 

Smear and culture from gallbladder taken. No 
bacteria on smears; broth culture showed staphylo- 
cocci and colon-like bacilli. 

Pathological report of gallbladder: Gallbladder 
greatly enlarged, wall ickened with polypoid 
growths on the lining. Soft and necrotic masses of 


material free in the contents. Large numbers of 
gall stones of varying sizes. Sections from different 
areas show a new growth in the form of papillary 
formations protruding into the lumen covered by 
multiple layers of epithelia. There are areas of in- 


and thirty six hours. We think the failure to out- filtration into the deeper layers of the wall. Diag- 


178 


nosis; papillary adenocarcimona. 
PROGRESS NOTES 

December 13, 1930, patient’s condition satisfacto 
but pulse is weak and abdomen quite distended; 
very little drainage on dressings; stomach lavage, 
800 cc. dark colored fluid with some gas; patient 
feels better. Following this, 1000 cc. normal saline 
and glucose given intravenously; temperature range 
between 99 and 99.4 and pulse between 100 and 110. 

December 14th, wound dressed, large amount of 
greenish yellow bile drainage; condition improved; 
vemperature range 99 to 99.4; pulse between 98 and 
100. December 15th, wound dressed, dressing 
saturated with dark brown and green bile, patient 
developed a right sided parotitis which looks very 
much like mumps. Condition of patient improved; 
temperature range 98.4 to 100.2, pulse 90. December 
16th, clips removed; large amount bile drainage; 
drain shortened; patient belching; vomited 150 cc. 
dark fluid two times that day; duodenal tube in- 
serted and gave some relief, temperature 99 to 99.4; 


‘pulse 90 to 96; taking to between three to four 


thousand cc. of fluid per day by mouth. December 
18, much improved, taking nourishment without dis- 
comfort; drain removed, free bile drainage; wound 
healing; general condition satisfactory; patient rest- 
less, not sleeping well; temperature 98.8 to 99.4; 
pulse 76 to 80. December 20, wound inspected, clean, 
dry and healing; taking more food, no discomfort. 
December 22, wound dressed, stitches causing con- 
siderable irritation and cutting into wound; 11th 
postoperative day; stitches removed; condition good. 
December 24, patient’s temperature went up to 103; 
vomited 300 cc. bile stained liquid; felt better after 
vomiting; condition not as good as two or three 
davs previous; no drainage from wound. December 
25th, patient still vomiting bile; temperature be- 
tween 100.2 to 102; pulse 90 to 100. December 26th, 
patient’s condition improved; temperature and pulse 
lower, dressings are now saturated with thick yel- 
lowish green bile; patient has slight cough; wound 
seems weakly healed. December 27th, temperature 
99.4 to 100.8; pulse 80 to 98; much drainage of bile 
from wound; condition of patient improved. Dec- 
ember 28th, temperature 99.2 to 100; pulse 78 to 90; 
moderate amount of bile drainage from wound; pa- 
tient very much improved. December 30th, less 
drainage; general condition improved. January 1, 
1931; regurgitation of bile into stomach with re- 
sulting nausea and vomiting. January 8, appetite 
improved, stomach condition better, regurgitation of 
bile ceased; general condition good. January 11, 
wound closed. January 14th. wound firmly healed; 
general condition very satisfactory, taking general 
diet with no discomfort or gas. Treatment of this 
case before operation was that of a general ulcer 
treatment without response. Postoperative treat- 
ment; morphine grains one sixth hypo., sodium 
amytal by mouth given for pain and restlessness. 
Stomach lavage for gastric dilatation, nausea 
vomiting. Soda enemas for abdominal distention. 
Ice bag to swollen parotid gland. Gruels begun on 
5th day postoperative. All food was discontinued on 
10th day because of change in patient’s condition. 
They were resumed again on the 13th day. Ulcer 
treatment carried out after operation. Patient dis- 
missed from hospital on January 14th, 33 days after 


operation. 
DISCUSSION 
DR. E. PAYNE PALMER: This patient presented 
two interesting conditions; stomach ulcer of long 
duration and gall bladder disease of long duration, 
both serious conditions if allowed to continue. We 
co not know how many ulcers become cancerous 
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but a fair percentage do, and a chronically inflamed 
gall bladder will become cancerous. This question 
of the proper treatment of stomach ulcer has been 
threshed over and they are still threshing it. After 
prolonged medical treatment, if they do not re- 
spond, surgery should be resorted to. The European 
surgeons are excising the ulcer bearing area; gastro- 
enterostomy is perhaps as popular as ever; pylorec- 
tomy is being done with satisfactory results. In the 
case of a diseased gall bladder, the longer the con- 
dition is allowed to exist the more trouble we will 
have. This case showed where surgery is necessary 
early. The fact that he is well now does not mean 
that he will stay well, as he has had a cancer and 
a badly diseased liver and pancreas. It illustrates 
that we should not wait for emergency before 


operating. 


GUNSHOT WOUND OF ABDOMEN 


Case Report 


JAMES VANCE, M. D., F. A. C. S. 
El Paso, Texas 

(Read Before El Paso County Medical Society, 
El Paso, Texas, March 14, 1932.) 

M. S., white, age 54, cattle ranchman, was shot 
through the abdomen on the evening of Sept. 9, 
1931, while in a fight cver some ranch dispute. He 
was a heavy set, powerfully built, muscular man of 
about five feet t:n inches in height and weighing 
around two hundred pounds. 

He was shct about 6 p. m. by a .45 caliber revol- 
ver. The large, heavy bullet entered the right side 
in front of the kidney and ranged transversely 
through the abdominal cavity and emerged three 
inches above the crest of the left ilium. The wound 
of exit was frightful in extent, nearly 5 cm. in di- 
ameter and closely resembled the exit of the ex- 
plosive effect off a high power rifle bullet. In spite 
of his frightful wound this man, according to his 
own story, struggled with his opponent over a dis- 
tanc2 of forty yards, took his opponent’s pistol 
away from him and, in his own language, “almost 
beat him to death with the empty pistol, and would 
have done so had he not become blind and dizzy 
with weakness.” This story was told after the 
man’s recovery from his injury, and knowing the 
extent of his wound I thought he had simply 
dreamed he had fought as described above, but eye 
witnesses later testified to the facts closely as above 
described. This fight took place on a cattle ranch 
about one hundred miles from El Paso and due to 
this distance and police examinations, it was four 
hours later before he was brought to Hotel Dieu 
for treatment. 

On examination the man showed con'sidcrable 
shock but very little for the severe wound he had, 
and the delay and long journey in getting him to 
the hospital. His pulse was only 90 and of fair vol- 
ume. Respiration was only 24 and temperature sub- 
normal. 

He was taken to the operating room and given 
spinal anesthesia, and the abdomen was opened by 
a long midline incision. The abdominal cavity was 
then thoroughly explored. It was found that the 
bullet had entered the abdomen just over the lower 
pole of the right kidney, injuring that organ so 
that the urine was bloody for several days. The 
bullet then passed behind the ascending colon over 
the root of the mesentery and in front of the spinal 
column. It completely s-vered the jejunum three 
inches from its origin, and again opened the gut 
en» foot higher up. This opening was 3 by 3 cm. in 
extent. Then the bullet opened the upper end: of 
the sigmoid, cutting across the anterior wall of the 
gut. making a wound 1.5 by 4 em. in extent. 

The severed jejunum was closed by an end to end 
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anastomosis after cutting away the lacerated ends 
of the gut. The opening in the jejunum above was 
closed transversely to the gut and the opening in 
the sigmoid was closed in the same way. Two rows 
of catgut were used in closing the gut walls, in 
each case, and then the peritoneum was closed with 
fine silk. 

Every inch of the entire gut was then gone over 
thoroughly and all the other abdominal viscera were 
— inspected, but no further injuries were 

ound. 

All blood and fecal matter was then carefully 
sponged from the abdominal cavity. A drain was 
then inserted out the large wound of exit through 
the abdominal wall. The abdomen was then closed. 

This case is especially interesting because 
of the fact that though there was a terrific 
struggle after the wound was received, there 
was very little blood and fecal matter within 
the abdomen. The amount of blood was not 
over 4 to 6 ounces, and the amount of es- 
caped fecal matter was very much less. 

It is a well known fact that fierce wild 
animals in a terrific rage are far more dif- 
ficult to kill than those surprised and killed 
without knowing the rresence of their 
enemies. _This man, at the time he was shot, 
was raving mad. This anger apparently 
guickly staunched the hemorrhage due to 
the cutting of the jeiunum although it is 
richly supplied with blood, and also prevent- 
ed to a large extent the escape of fecal mat- 
ter into the abdomen. Had this man been 
shot as he was, and without the presence of 
anger, I am sure he would have collapsed 
at once and died within thirty minutes. Post- 
mortem would have showed the abdomen full 
of blood. 

The second point of interest is the fact of 
an easy operation and the easiest recovery 
I have ever seen after so severe a wound, 
due largely I think to the spinal anesthesia 
employed. In spite of the supposed con- 
traindications to spinal anesthesia of shock 
and almost no blood pressure, this man did 
well on the operating table and marvelously 
well afterwards. 

This man went home well within three 
weeks and has remained well since. 


THE MEDICAL CLINICS OF NORTH AMER- 
ICA; (Issued serially, one number every other 
month); Volume 14, No. 3 (Mayo Clinic Number, 
November 1930); octavo of 261 pages with 50 il- 
lustrations; per clinic year, July 1930 to May 1931; 
paper, $12.00; cloth, $16.00 net; Philadelphia and 
London; W. B. Saunders Company; 1930. 

Among the more interesting of the subjects found 
in this volume are: Pellagra Following Operation 
for Gastric Ulcer, by George B. Eusterman; For- 
eign Bodies in the Bronchi Overlooked at Broncho- 
scOpic Examination, by Porter P. Vinson; Mesen- 
teric Lymphadenitis in Adults, by Walter C. Al- 
varez; Electrocardicgraphic Localization of Myc- 
cardial Infarcts, by Arlie R. Barnes; Obesity, by 
Clifford J. Mavytum; and Purpura of Infectious Or- 
igin, by Louis G. Stuhler and Allen C. Nickel. Each 
aritcle is worthy of review but space — - 
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CASE OF OBSTRUCTIVE JAUNDICE 


GUY C. FRENCH, M. D. 
Phoenix, Arizona 

(Presented before the monthly Staff Meeting of 
St. Joseph’s Hospital, Phoenix). : 

Mrs. M. S., age 62, married. Three living 
children, none dead, This patient came _ into 
our office February 17, 1931, accompanied by 
husband. She complained of severe pains, colicky 
in character, in right upper quadrant of abdomen 
radiating to right side of thorax and up to right 
shoulder, accompanied by nausea and vomiting. She 
stated that her stool was clay colored. Present 
complaint of three or four days’ duration, becoming 
progressively worse. She gave a history of stomach 
trouble, dyspepsia. distention after eating, sour 
stomach after eating fats and sour foods for the 
past fifteen years. ; 

After a superficial examination we advised her to 
go to the hospital immediately for operation. This 
she and her husband refused to do. They desired 
drugs for her condition. She left the office and we 
heard from her again February 26, 1931, when the 
husband called us. We saw her at home and sent 
her to the hospital. : 

At this time she was prostrate, having been bed- 
fast for nine days. Was extremely jaundiced, four 
days’ duration. Nausea and vomiting was extreme. 
She desired surgery for her condition. We informed 
her relatives that we were uncertain relative to re- 
sults to be atiained, but that we would study her 
further and decide upon procedure. 

Further study revealed that she had had usual 
diseases of childhood. Menses began at fifteen 
years of age, always regular, small in quantity, no 
pains before, during, nor after period. Leukorrhea 
since children were born. Married twenty-eight 
yearc. One miscarriage between first and second 
child, at three months. Last menstrual period ten 
years ago. 

Ph«rical examina‘ion revealed an obese, extremely 
jaunciced female past middle age, lying in bed, 
evi’ently suffering much pain and discomfort, ex- 
pecially in epigastrium and over gall bladder area. 
Temperature 98.6. Pulse 64, rhythmic and strong. 
Blood pressure 128/78. Respiration 26. Weight 173 
pounds. Best weight 180 pounds. Head no scars 
nor exos.oses. no deformities; pupils react to light 
and accommodation, no disturbances of ocular move- 
ments, sclera deeply jaundiced; wears dentures, 
mucous membranes jaundiced. Neck thyroid not 
palpable, no cervical adenopathy, no abdominal] pul- 
sations of vessels, no irachael tug. Chest  sthenic 
type; breasts large, pendulous; breath sounds nor- 
mal; no abdominal areas of dullness; no rales heard. 
Cardio-vascular enlarged somewhat to left, sounds 
clear and distinct, rate regular and rhythmic, no 
murmurs heard; terminal vessels seem soft. Ab- 
domen; large, obese and pendulous, extreme ten- 
derness over right upper quadrant, no tumors nor 
viscera palpated, no other points of tenderness. 
Genito-urinary; external genitalia normal, cervix 
small and hard, tender in both adnexa, fundus not 
felt as patient will not cooperate, mucosa is pale 
end glistening in appearance. Skin; deeply jaun- 
diced, no eruptions. Bones and joints negative. 
Glandular negative. Neuro-muscular; Reflexes all 
retarded. 

Laboratory findings upon admission: Urine: am- 
ter, cloudy, neutral, 1026, trace of albumin, sugar 
negative, bile positive, occasional hyaline cast, oc- 
casional pus cell, no blood. 

Blood: Hemoglobin 80 per cent; white blood cells 
10.800; polynuclears 70. large lymphocytes 22, 
transitionals 3, eosinophiles 4, basophiles 1. Coagula- 
tion time nine minutes. Icteric index 90. 

February 27: General condi‘ion seems slightly 
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improved. Patient deeply jaundiced. Temperature 
98.6. Pulse 72. Respiration 24. Urinalysis un- 
changed except that urine is darker in color and 
contains occasional red blood cells, and a few 
epithelial cells. She is given large amounts of 
fluids by mouth. Magnesium sulfate by mouth and 
1900 c.c. of 50 per cent ‘glucose intravenously dur- 
ing the twenty-four hours. Icteric index 98. Car- 
bondioxide capacity of blood 53.6. Van den Bergh 
direct and indirect positive. Relatives told that 
operation was useless; hepatic degeneration well 
under way. 

February 28: Patient states that she feels better, 
still deeply jaundiced, icteric index 80 

Condition remained practically unchanged until 
March 4, when icteric index rose to 120. In mean- 
time relatives insisted that we operate to relieve 
condition, but had no funds for a liver function test. 
We, however, hesitated fearing that liver had been 
damaged to such great extent that the patient would 
not survive. It was quite obvious that the patient 
had complete obstruction of common duct, since 
the stool was white and jaundice so deep. The pain 
was only slight at this time so we suspected ob- 
struction to bé due to inflammatory condition rather 
than stone. She was given calcium lactate, by 
mou‘h until coagulation time was 7% minutes. Re- 
latives insisted, and finally a decompression and 
drainage was consented to. 

March 6; A cholecystotomy was done under local 
anesthesia. Patient returned from operating room in 
fair condition, temperature 98.2, pulse 80, respira- 
tion 20, draining bile freely from tube. 

Patient’s general condition seemed unchanged ex- 
cept that temperature ranged from 98 to 102. 

Mach 11; Tube came out. Bile drained freely 
from wound. Stool contains bile. 

March 12; Patient complained of pain in right 
side of chest. Examination revealed evidence of 
pneumonia. Condition was treated as such. 

March 13; Temperature 101. Pain in chest sub- 
sided. Wound not draining bile. Complains of pains 
in epigastrium. No rigidity, slight tenderness over 
epigastrium. 

March 14; Condition unimproved. Evidence of 
‘blood in stool, bright red. Patient has hemorrhoids. 
Stool contains bile. 

March 15; Temperature 100-102. Pulse 80-100; 
regular and of good volume. No nausea nor vomit- 
ing. Deep jaundice unchanged. Complains of pain 
down right leg. No evidence of phlebitis. 

March 16; Condition seems grave. Patient very 
weak. Temperature 100.4. Pulse 106. No drainage 
of bile from wound; emesis of bile stained fluid. 
Patient expired at 4:20 a. m. 


Autopsy, (Dr. Guttman): The body is that of a 
well developed, fairly obese woman, whose body 
length is estimated at 165 cm., and whose weight is 
judged to be 175 lbs. The body has been recently 
embalmed. There is a diffuse, well marked jaundice 
over the entire body. There is no edema and the 
degree of cyanosis cannot be determined. The 
amount of hypostasis cannot be determined. There 
is a trochar puncture wound in the abdomen below 
the level of the umbilicus. The abdomen is moder- 
ately distended. There is a recent closed operative 
wound extending transversely and slightly down- 
wards to the right of the upper midabdomen. The 
incision measures about 15 cm. in length. The sub- 
cutaneous fat measures about 4 cm. in diameter, is 
of a bright yellow color. There is a slight amount 
of old hemorrhage and necrosis about the wound of 
the abdominal] wall. 

On opening the peritoneal cavity the intestines 
are found to be moderately distended. A moderate 
amount of dark brownish-yellow fluid is encountered, 
and also a considerable amount of semi-fluid fecal 
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material, the latter undoubtedly due to the numerous 
trechar puncture wounds of the intestines. The bile 
stained fluid is limited mosily to the upper left 
quadrant. The quantity cannot be determined be- 
cause of the admixture with the large quantity of 
fecal contents. There is a large amount of fat in 
the omentum. The upper portion of the omentum 
is firmly adherent to the under-surface of the ab- 
dominal wound, and is separated with difficulty. 
The proximal one third of the transverse colon and 
tke distal portion of the gallbladder are firmly 
united to the omental fat and the undersurface of 
che abdominal incision. Examination of the lungs 
through an opening in the diaphragm showed crepi- 
tation present throughout, slightly reduced in the 
lateral pos:erior borders of the lower lobes of each 
lung. Sections of tissue were taken from this por- 
tion for microscopic examination. 

The liver is moderately reduced in size; the sur- 
face is pale greyish brown in color. The capsules 
ere rather smoo'h. It sections with ease. The 
organ is very doughy in consistence. Cut sections 
chow a fine greyish mottling, corresponding to the 
distribution of the lobules. The bile passages are 
slightly dilated. There are no changes in the blood 
vessels. The gallbladder is markedly thickened, and 
its distal portion is firmly adherent to the under- 
surface of the abdominal incision and the structures 
above it. A small opening about one half cm. is 
still present at its distal portion, the former open- 
ing of the drain. It connects with a small sinus in 
the mass of adhesions above it, but apparently does 
not connect with the abdominal wound. The mucosa 
of the bladder is granular in appearance, and a 
sents numerous hemorrhagic areas. The cystic duct 
is patent, and can be easily traced to its junction 
with the common duct. The gallbladder contains no 
stones. The common duct dissected down to the 
ampulla of Vater, where two stones were found. 
These are small faceted stones, about 4 mm. in their 
maximum diameter, and are fairly easily dislodged. 
The circumference of the common duct is 18 mm. 
at a level of 2 cm. from the ampulla of Vater; it 
mainiains this diameter until about 1 cm. below the 
entrance of the cystic duct, at this level the diameter 
increases quite abruptly to 23 mm., and maintains 
this to its junction with the right and left hepatic 
ducts, which also appear dilated. The duct near the 
ampulla of Vater appears of normal diameter, and 
the papilla is open and somewhat dilated. 

The pancreas is of a pale yellowish color, and its 
lobulations are of normal size and appearance. Oc- 
casional small, greyish-white, well circumscribed 
plaques are present about the pancreas and in the 
peritoneal cavity in the immediate vicinity of the 
pancreas; the largest of these measure about 5 mm. 
in diameter. There is no evidence of hyperemia 
about these areas. The pancreatic ducts are of 
normal calibre, and are not obstructed. 

The spleen is moderately increased in size; is 
soft in consistence; ihe capsule is of normal thick- 
ness. The organ sections with ease; the pulp is a 
Cark brown color. and a large amount of it scrapes 
away on the knife edge. It is extremely soft and 
friable. 

The s.omach is moderately dilated, and contains a 
large amcunt of fluid. Its mucosa shows irregular 
creas of post mortem autolysis, with small inter- 
vening islands of normal mucosa, slightly elevated. 
There is no evidence of ulceration. The pylorus and 
duodenum show no evidence of disease. The small 
intes:ines are moderately dilated; contain semi- 
fluid content, of a dark greyish-brown color. The 
lerge intestines are also slightly dilated, and con- 
tain a large amount of semi-fluid content. 

The supra-renals are of normal size. There is a 
- marked degree of central necrosis; the cortex is of 
a yellowish color, and of apparently normal thick- 
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ness. Both kidneys are of normal size. The cap- 
sules strip readily, and reveal a smooth, pale, yel- 
lowish-brown surface. On section the cortex an 
medulla are of normal proportions and_thickness. 
The cortex is extremely pale, the medulla slightly 
darker. The markings are indistinct. The pelvis 
and ureters show no change. The bladder contains 
a moderate amount of urine, and no evidence of 
structural change. 

The uterus is of normal size and appearance. The 
ovaries show a moderate degree of atrophy and oc- 
casional small follicular cysts. 

Permission to examine the chest and head was not 
granted. 

Microscopic examination of liver tissue shows a 
moderate increase in connective tissue in the lobular 
spaces about the bile ducts, and a quite marked in- 
crease in the lymphatic infiltration. The central 
poriions of the lobules, that is, about the central 
veins, show a fairly marked degree of degeneration 
of the liver cords. There is a marked collection of 
pigment between the surviving liver cells, in places 
the pigment replaces entirely the liver cords, There 
is a moderate dilatation of the smal] venules in this 
region. The von Kupffer cells in this region are 
hypertrophied and contain bile pigment granules. 
Marked increase of connective tissue in the outer 
walls of the gallbladder; diffuse and focal accumula- 
tions of polyblasis. The mucosa is moderately hy- 
pertrophied, and shows here and there small hemor- 
rhagic extravasations. 

Section of lung tissue shows moderate amount of 
dilatation of capillaries in the alveoli walls, and 
congestion. A few blood cells are present in the 
alveolar spaces. No evidence of inflammatory re- 
action. The pancreas shows no evidence of disease. 
The small white plaques previously described con- 
sist of areas of necrosis, which do not contain any 
inflammatory reaction about them. Sections of 
kidney show convoluted tubules swollen and the 
cytoplasm shows marked degree of hyaline degenera- 
tion, and a slight degree of fragmentation of cells. 
The lumen contains occasional bile casts. The 
glomeruli show no evidence of disease. 

Primary Cause of Death: 

Cholelithiasis wih obstruction of common duct 
and early obstructive cirrhosis of liver. 
Contributory Causes: 

(1) Jaundice 

(2) Acute hyperplastic splenitis 

(3) Toxic nephrosis 

(4) Extravasation of bile into peritoneai cavity. 
Other Lesion: 

(1) Recen’ closed operative wound 

(2) Post mortem fat necrosis 

(3) Post mortem central necrosis of suprarenals 

and autolysis of mucosa of stomach, 


TECHNICAL EXHIBIT OF S. M. A. AT A. M. A. 
CONVENTION 
Specimens of human milk fat will be shown by 
the S. M. A. Corporation at the A. M. A. Convention 
in New Orleans May 9 to 13. Physicians attending 
the convention will have an opportunity to see the 
close similarity of S. M. A. fat to breast milk fat in 
chemical and physical properties. 
An interesting motion picture will also be shown 
at their exhibit entitled “Infantile Spasmophilia”. 
S. M. A., an infant food resembling breast milk 
and containing cod liver oil, is claimed by its pro- 
ducers to be an automatic proteciion against rickets 
and spasmophilia, and the Committee on Foods of 
the A. M. A. has accepted S. M. A. and all its claims. 
A new product, known as SMACO Hypo-Allergic 
Milk, developed especially for infants and adults 
sensitive to milk protein will also be exhibited by 
the S. M. A. people. Their Research Division will 


show a number of rare proteins and rare acids. 
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NOTES ON UNDULANT FEVER 
JANE H. RIDER, B. S., 
Tucson, Ariz. 

(Read before the Staff Meeting of the Good 
Samaritan Hospital, at its meeting of Nov. 23, 1931). 

The nomenclature or terminology to desig- 
nate this fever has been somewhat indefi- 
nite. It has variously been known as Malta 
fever, Mediterranean fever, goat herder’s 
fever, and undulant fever. Up to the last 
few years Malta fever has been the most 
generally used term. However, more re- 
cent'y it has been felt that the disease is so 
wide spread that the use of the word Malta 
was rather confusing, and undulant fever 
has been adopted as a more suitable term. 

Dr. Carpenter, of the Diagnostic Labora- 
tory of the Cornell University Veterinary 
College, uses undulant fever to describe a 
malady resulting from an infection by the 
Br. abortus of bovine origin, reserving the 
term Malta fever for infection by Br. meli- 
tensis of human. caprine, or porcine origin. 
Personallv, I think that this distinction is 
pervlexine, and owing to the great difficulty 
in identifving the various members of the 
ahort1s-melitensis groun, it has no useful 
purpose. 

One of the first considerations in a dis- 
cussion of undulant fever should be a study 
of the causative organisms. When we first 
became interested in this disease at the 
State Laboratory, the text books mentioned 
br’efly: microccus melitensis. responsible for 
Malta fever among the British troops sta- 
tioned on the island of that name. The B. 
abortus of Bane was given in another sec- 
tion. It was the sixth edition of Stitt, I 
believe, that first mentioned the research of 
Miss Alice C. Evans and the cultural simil- 
arity of the two bacteria. Later work indi- 
cited that they are so closely allied that now 
they are classified as Brucella Melitensis: 
Variety melitensis A, varietv melitensis B., 
avd varietv abortus. These are the most 
imvortant members of the seven serological 
rroups of Br. melitensis. 

The maiority of the strains of Br. meliten- 
sis, var. abortus, are derived from bovine and 


’ rorcine origin, a few from human cases are 


?lso included. Br. me'‘itensis, var. meliten- 
sis A., is made un of cultures from human, 
bovine, caprine, and equine strains. These 
vatieties cannot be distinguished by a simple 
agglutination test, but the aggfutinin-ab- 
:o~ption reaction must be uzed. Br. mlitensis, 
var. melitensis B, ‘s characterized morpho- 
‘ogically by a predominance of the coccoid 
cells and may be distinguished from the va- 
rieties given above by the agglutination test, 
only when the titer of the serum used is ac- 
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curately known. This is the organism Bruce 
was working with when he discovered the 
cause of Malta fever and ‘accounts for the 
name micrococcus melitensis. 

Culture media using dyes to inhibit growth 
have been suggested to identify the varieties 
of Br. melitensis; none of these have been 
entirely satisfactory. The agglutinin ab- 
sorption test is still the most reliable method 
of differentiation. It must continually be 
borne in mind that the source of the organ- 
ism does not determine its variety. Investi- 
gators have found that while the abortus 
variety is chiefly responsible for the infec- 
tion in cattle and hogs, melitensis A variety 
has also been found in these animals. Horses 
may also be a possible source of human in- 
fections. 

The findings of the various workers have 
indicated that undulant fever is fairly prev- 
alent in the United States, that the causa- 
tive organism has been found in many parts 
of the country, and is identical with the 
organism that causes infectious abortion in 
cows and other animals. It is also found 
among workers who handle the carcasses of 
diseased animals, notably hogs. Its occur- 
rence has been noted for a number of years 
among the folk engaged in the goat raising 
industry. The early work done on the Island 
of Malta by the Medical Department of the 
British Army indicated that the most prob- 
able causative agent was milk from infected 
goats. In Arizona we have found goat herd- 
ers who have not used the milk who have 


_ become infected in carine for animals that 


have ahorted, or in handling the carcasses 
of diseased animals. The infection in this 
instance probably enters through an abrasion 
of the skin of the hands. This year Dr. C. E. 
Yount of Prescott reported a case in a goat 
herder who had cared for an animal that had 
aborted. Males are more often infected 
than females. Farming and occupations as- 
sociated with stock raising have furnished 
most of the cases. 

The danger to man and to the dairy in- 
dustry from th presence of this infection 
must rot be underestimated bv thove con- 
cerned in public health and by the sanitary 
live stock officers. The time to control 
melitensis infection is before it becomes wide 
svread. The occurrence of contagious abor- 
tion in cattle probkablv Coes not interest doc- 
tors, and yet in Tucson we have had a def- 
inite case of undulant fever in a tuberculous - 
patient, who had drunk raw milk from a herd 
cf cows so infected. There was.no question 
ef the sanitary quality of the milk from this 
dairv. and to the best of our knowledge it 
was the only case that developed. This plain- 
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ly illustrates that the incidence of abortion 
disease in cattle and the virulence of the 
causative agent are entremely variable in 
different herds. 


In 1925; Carpenter reported: 


“Two cases of undulant fever in Cornell Univer- 
sity students at Ithaca, for which there could be 
found no possible source of infection except the raw 
milk that the patients had drunk. A careful investi- 
gation was made of abortion disease in the herd 
supplying this milk. The mixed milk was examined 
for 30 days and daily was found to be infected. A 
blood test showed that 10 of the 16 animals com- 
prising the herd were positive, and the injection of 
the milk from these 10 cows into guinea pigs showed 
9 to be discharging Br. abortus in the milk. An 
epidemiological study of undiagnosed fevers in this 
community revealed that several cases of a ty- 
phoid-like disease had occurred ‘on this same milk 
route but no definite diagnoses had been made pre- 
vious to our examinations. The milk from a second 
small herd in this vicinity, consisting of 3 cows, 
was carefully studied because it was supplied to a 
university instructor, who had been incapacitated 
with undulant fever for approximately 18 months. 
The mixed milk showed the presence of abortus in- 
fection for 7 of the 13 days upon which examina- 
tions were made. A history of the herd revealed 
that one of the animals had aborted two years in 
succession and her milk was heavily infected. The 
other two cows were normal. i 

Later, Dr. M. J. King observed a case of 
undulant fever at the Mutual Life Insurance 
sanatorium at Mt. McGregor, New York, and 
an investigation of the sanatorium here, as 
well as a routine examination of serum of all 
the patients and the staff at this institution, 
showed that 82 or 54.5 per cent of the an- 
imals were infected with Br. melitensis, and 
that 29.2 per cent of the infected animals 
were eliminating the organism in the milk. 
Eight of the patients showed definite symp- 
toms of undulant fever, and many others had 
a history of symptoms suggestive of the 
milder form of this Ciscase. All patients had 
been drinking large amounts of raw milk 
and cream from the herd. Following this 
investigation, all milk and cream used by the 
institution was pasteurized, with the result 


that no new cases have developed. 


The work done in New York state and 
elsewhere has shown that about 20 per cent 
of the samples of raw milk, from a compara- 
tively large territorv. that have been ex- 
amined were infected with Pr. abortus. It 
cannot be supposed that all of these cultures 
have the same virulence: these studies in- 
dicate clearly that Rr. abortus is only slightly 
pathogenic for man, and it must be expected 
that only the most virulent strains in milk 
are dangerous to humans. It mav be that 
a cumulative infection in the tonsils, lvmph 
nodes, or other tissues is necessary and that 
at some time when the individual is fatigued, 
convalescing, or suffering from some other 
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disease, Br. abortus may invade the blood 
stream, causing the disease and setting up 
an undercurrent of infection. This is un- 
doubtedly what happened in the case of un- 
dulant fever in the tuberculous convalescent 
at Tucson. All the research evidence that 
has been submitted suggests that raw milk 
and cream, and butter made from unpasteur- 
ized cream, may be a source of undulant 
fever. 

The Phoenix outbreak in 1922 was from 
quite a different source. Only three of the 35 
cases had not drunk goat’s milk or not been 
with goats. Of the goats tested 18.3 per cent 
were found to be infected with Br. melitensis. 
Since the work done by Drs. Looney and 
Yount, of Prescott, in 1911, a number of 
cases of undulant fever have been recognized 
among goat herders and people consuming 
raw goat’s milk. Cases have been reported 
in Yavapai county, the Willcox district of Co- 
chise county, the San Pedro valley near Win- 
kleman, Paradice in the Chiricahua moun- 
tains, Tucson and vicinity, Flagstaff, Mo- 
renci and the Salt River Valley. It is an 
extremely interesting fact that two Prescott 
physicians were among the earliest men in 
the United States to recognize this disease 
and to diagnose cases of Malta fever clinical- 
ly and seriologically. Their work is out- 
standing, and has done much to call atten- 
tion to the preservice of this infection. 

It was Keefer, of Baltimore, working in 
conjunction with Miss Evans who first dis- 
covered the possibilitv of the disease being 
disseminated bv cattle infected with con- 
tagious abortion. A few cases of undulant 
fever have occurred among meat inspectors 
and butchers who have been in contact with 
swine. Dr. Hardy, U.S. P. H. S., working at 
the University of Iowa has discovered a num- 
ber of cases among the employees of packing 
houres. In the San Pedro district, near 
Ray, there was a case in a goat herder who 
had killed and then dressed the carcasses of 
goats that had aborted some time before. 
The man had a cut on his hand and from this 
probable mode of infection developed a se- 
vere case of fever. ' 

I hope this discussion will create an in- 
terest in undulant fever. All long continued 
obscure fevers should be suspected. At the 
beginning of the Phoenix outbreak the un- 
dulant cases were variously diagnosed -as 
typhoid, paratyphoid, malaria, tuberculosis, 
acute articular rheumatism, and influenza. 
There are many symptoms which may or 
may not be present, but the clinical picture 
is definite enough to the physiciaan who has 
ae a study of case histories of undulant 

ever. 
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Four methods are available for the con- 
firmation of a clinical diagnosis: 1. Ag- 
glutination test; 2. blood and urine cul- 
tures; 3. Animal inoculation; 4. Skin 
test. Burnet of Tunis reports that 15 to 20 
per cent of human cases with a negative ag- 
giutination reaction will show a positive in- 
tradermal reaction. 


In Arizona where this disease is known to 
exist, sera which are negative for the ty- 
phoid group should be examined for Br. 
melitensis. Miss Evans feels that the phy- 
sician is more dependent upon the laboratory 
in diagnosing this fever than in any other 
disease. Miss Marion E. Stroud, State Bac- 
teriologist, during the year 1928-29 examined 
411 samples of blood from patients not sus- 
pected of having undulant and found that 5, 
or 1.2 per cent gave a positive agglutination. 
Two men and one woman, who had positive 
sera, had definite symptoms of undulant 
fever. One man, who was a dairy employee 
had had a rheumatic fever and a sort of 
“malaria” for some time. A later investiga- 
tion showed 7 of the 15 cows had aborted in 
the herd with which this man worked. The 
second man, a patient in a local hospital, had 
well defined symptoms of undulant fever. 
The woman, a school teacher, had been 
drinking raw cow’s milk. A third man, a 
student at the University, had only a rash on 
his hands and a rather obstinate constipa- 
tion; other than that he appeared to be in 
good physical condition. 
vectigation indicated that there are a small 
number of unrecognized undulant fevers in 
Arizona and that it would be advisable to 
have agglutination tests made on the blood 
of all patients with prolonged obscure fevers, 
with suspected arthritis, or any of the other 
symptoms more or !ess indicative of undu- 
‘ant fever. 

In this connection, the conclusions of 
McAlpin and Mickle in 1929 should be quoted: 
“The finding of Br. abortus antibodies does 
not necessarily signify an active cace of the 
disease. Undoubtedly mild infections with- 
out notic-able symptoms may cause the pro- 
duction of agglutinins. It is also possible 
that the agglutinins may persist in the blood 
for long periods.” It should be remembered 
also that all cases do not resemble a mild 
tvphoid fever; the patient may be only par- 
tially incapacitated with an indefinite ma- 
laise or vague neuralgic pains, 


Miss Stroud’s in-. 
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STAFF OF HOTEL DIEU (El Paso) 
JANUARY MEETING 


Dr. Gallagher presented a case of tuberculosis and 
pregnancy. (Hospital number B6249), patient, white, 
age 32, coming from a poor home. Entered hospital 
Dec. 5th with a bloody vaginal discharge. Patient 
was first seen Oct. 1st. Had bilateral tuberculosis, 
all lobes involved. She was a small emaciated 
woman, five months pregnant, but size gave very 
litile evidence, examination revealed small fetus. An 
unusual feature was the heart tones which were a 
little less rapid than those of the mother. On ad- 
mission to hospital patient had a pulse of 126. 
Hesitated about delivering her with the hope that 
she might be held off until the 7th month in an 
effort to save the baby, felt pretty ‘sure the mother 
could not be saved. She went into labor afternoon . 
of admission, was given gas and a manual dilatation 
of cervix was done. orceps delivery of a very 
small baby, weight 2% pounds. Baby was wrapped 
in cotton and placed in incubator. Lived from 3:30 
to 7 p. m. same day. Patient was better after de- 
livery. Had been running temperature varying from 
97 in the morning to 102 in the afternoon. She en- 
tered with a temperature of 97.6; next morning was 
97 and 98.6 in the afternoon. Third day was 98 to 
100.6, the fourth day 99.4 to 100.4. Patient expired 
the fourth day at 3.55 a. m. The question is, did 
the pregnancy have any influence on early death? 
It did no good but probably no ill effects from 
pregnancy. She had had a tuberculous laryngitis, 
infant was poorly nourished. 

Dr. Vandevere presented a case of foreign body in 
the bronchus. (Hospital number B6379), patient. 
Mexican baby age 7 months, from out of town. Had 
had a bean in right bronchus 4 days when admitted 
to the Hospital. Temperature on admission was 
102, pulse 140, respiration 160. Patient taken to 
operating room, given a few drops of ether, had a 
coughing spell and stopped breathing, bronchial 
cough, both bronchi were blocked. The right lung 
was entirely out. Bronchoscope was quickly passed 
and foreign body pushed down, patient began 
breathing ogain for a short interval, but stopped 
again. Due to swelling only parts of bean could be 
obtained. A vegetable foreign body becomes very 
dangerous after 48 hours, bronchopneumonia Or tra- 
cheitis may develop. This patient died of cardiac 
exhaustion. 

Dr. E. B. Rogers presented a case of meningitis, 
(Hospital number B 6278), patient male, age 34, 
laborer at an ice station. Admitted to hospital Dec. 
9th. Was seen a few days previously, very sick in 
bd at that time. Some consolidation of posterior 
lobe, left upper about 2 by 3 inches in size with 
bronchial breathing, impression was influenza- pneu- 
monia. On admission to hospital pulse was 56, 
Kernig positive. It was thought by a friend pre- 
sent that the patient had had tuberculosis in the 
past and a _ recent norrheal: infection. Spinal 
puncture was done. Fuid very bloody, cell count 
150. Wassermann done on the second day was nega- 
tive. Neoarsphenamine was’ given following Was- 
sermann. Spinal puncture was done again on the 
11th, cell count 450, culture showed a few acid 
fast bacilli, fluid slightly cloudy, no meninigo- 
cocci found. Patient became worse, pulse 160, tem- 
perature 106, with Cheyne-Stokes respiration on the 
12th and died on the 14th, fifth day in hospial. The 
patient’s brothers who came stated that patient had 
had tuberculosis 10 years ago and that he had had 
lues 8 years ago but received good treatment, A 
diagnosis of meningitis was made with three pos- 

s‘biliti s, epidemic meningitis, tuberculous menin- 
gitis, cr cerebrospinal syphilis. The brothers would 
not permit an autopsy. Very little history could 
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be obtained on account of the patient’s condition, 
which made ihe study of the case more difficult. 
Physical examination revealed some rigidity of neck 
and retraction of head. Chest, lower left lobe, pos- 
terior, over apex shows a consolidated area 2 by 3 
inches with bronchial breathing and mixed moist 
rales. Heart was all right, abdomen negative for 
pathology. Mentally incompetent, irrational, talk- 
ing at random, failed to reply to questions. nito- 
urinary; two months old  gonorrheal urethritis. 
Neuro-muscular; pupils rigid, no response to light, 
accommodation not obtained. No knee reflexes, 
Kernig positive, Babinski and allied reactions posi- 
tive. Decided against specific infection as all tests 
were negative. 


_Dr. Ramey presented a case of appendicitis, (Hos- 
pital number B 3973), male, age 63, who had entered 
hospital over a year ago with paralysis of arm and 
leg, high blood pressure. There was nothing event- 
ful in his progress, was up walking about. Dec. 24th 
complained of pain in left side of abdomen. Diag- 
nosis of influenza was made, later in the day com- 
plained of general abdominal pain. Urine showed 
albumin, blood count was 13,800. Intense pain and 
rigidity on right side, diagnosis of appendicitis was 
made. Lungs also examined, probably had a low 
type of bronchopneumonia. Was given spinal anes- 
thetic, appendix found ruptured and patient died the 
following day. However he looked well and did 
well for a short time. Suddenly becoming cyanotic, 
condition bad and it was thought he had pneumonia. 
Autopsy by Dr. Waite revealed abdomen distended, 
colon markedly distended, particularly the pelvic 
loop, no definite signs of obstruction. Peritoneal 
surfaces in the right lower quadrant were somewhat 
dull and covered with exudate. Around the head of 
cecum there was a large dark gray wall of an ab- 
scess. Appendix had been removed. Other ab- 
dominal organs apparently normal. On opening the 
chest there was an excess of fluid. Lungs showed 
considerable mottling with areas of increased den- 
sity. On section they were quite badly congested 
and wet. The dark mottled areas were definitely 
pneumonic and the vessels supplying them contained 
definitely organized clots. Heart about normal size, 
section contained organized clots in both sides which 
is quite extensive. Valves are all in good condition. 
Diagnosis: Appendiceal abscess; peritonitis; massive 
cardiac thrombi; pulmonary infarct. 


Dr. Morrison presented a case of prostatitis with 
terminal pneumonia. Hospital number B 6253, pa- 
tient age 74, admitted to the hospital Dec. 6th. 
Reported that he had been ill 3 months previous to 
admission with what he thought was ptomaine poi- 
soning, nausea and vomiting, recovered but still 
weak, had been up and down, but confined to his 
bed a week when first seen. Pain in back and fre- 
quency of urination. He was a large man and un- 
able to care for himself and was sent to City- 
County. Temperature 102, pulse 110, blood pres- 
sure 175/96, mouth dry. Physical examination re- 
vealed some moisture in chest but no areas of con- 
solidation, abdomen negative. Prostate large and 
tender, incontinence of urine. Due to the fact that 
incontinence of urine was taking care of urinary 
excretions, did not decompress bladder. Forced 
fluids and patient was better, but lungs progressed, 
blood pressure came down and patient died Dec. 
10th, 4 days after admission to Hotel Dieu. Labora- 
tory report showed blood urea 45 mg. per 100 cc., 
ercatinin 3.4 mg. per 100 cc.; urine slight trace of 
albumin, occasional pus and granular casts. Hemo- 
globin 90, red corpuscles 4,050,000, white 8,100, polys 

87, large mononuclears 6, small mononuclears 12, 
: (Continued on page 184) 
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PUBLIC HEALTH NOTES 
J. ROSSLYN EARP, Dr. P. H. 
Director New Mexico State Bureau of Public Health 
PREVENTION OF MALNUTRITION 

In inaugurating a radio health education 
series recently over station WBAL, Dr. W. 
H. Welch made the following statement: 

A very important consideration in these unprec- 
edented days of unemployment is that health and 
vitality are directly related to means of subsistence 
and standards of living, especially in the case of in- 
fants and children, Every effort should be made 
to guard against permanent and irremediable dam- 
age to health and strength as a legacy of the hard 
times through which we are passing. 

While it may be true that the financial 
depression has not hit the Southwest as 
trenchantly as it has hit the East, these 
words from the dean of American medicine 
are not without significance to Southwestern 
doctors. In New Mexico, at least, we know 
that there are plenty of children living dan- 
gerously near to the subsistence level. The 
following bibliography is offered here in the 
hope that it may be useful not only in public 
assemblies but also in offering private advice 
in poor households. 

The American Public Health Association, 450 
Seventh Avenue, New York City, offers 

1. Emergency Nutrition, by Henry C. Sherman, 
4 pages, Ic. 

: 2. Food at Low Cost, by Lucy H. Gillet. 4 pages, 
c. 

The Bureau of Home Economics, U. S. Department 
of Agriculture, Washington, D. C., offers 

1. Emergency Food Relief and Child Health, 10 


pages. 

2. Adequate Diets for Families with Limited In- 
comes. 

3. The Family’s Food at Low Cost. 4 pages. 

And the Children’s Bureau of the Department of 
Labor, Washington, D. C., has just issued a bulletin, 
“Emergency Food Relief and Child Health,” whcih 
is recommended especially for teachers and others 
who can simplify its contents in repetition. 

SMALLPOX VACCINATION 

In spite of the New Mexico law which re- 
quires school teachers to exclude from school 
a'l children who have not been vaccinated 
(Chap. 110, Sec. 325, N. M. Compilation, 
1929) we have had 229 cases of smallpox in 
the last two years: 171 in 1930 and 58 in 
1931. Of these cases, in spite of the law, 165 
are known never to have been vaccinated and 
only three are reported to have been vac- 
cinated within seven years of taking the 
disease. Twelve had been vaccinated at in- 
tervals in excess of seven years before catch- 
ing the disease and in forty-nine cases no 
— of previous vaccination was obtain- 
able. 

The duration of efficacy of smallpox vac- 
cination is shown in some statistics recently 
made available in England’. Of 3,518 small- 
pox patients under 15 years, 3,509, or 99.8 
per cent were unvaccinated, four doubtful 
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and only five (0.14 per cent) known to have 
been vaccinated. From ages 15 to 40, 
there were 3,231 cases of which 90 per 
cent were unvaccinated and 7 per cent 
known to have been vaccinated. There were 
1,100 cases above the age of 40, and of these 
no less than 70 per cent had been vaccinated, 
but less than one per cent had been revac- 
cinated. In England vaccination is usually 
given in the first vear of life, if at all, and 
rarely repeated. These figures show that 
the expiration date of the average ‘take’ 
must be placed well within forty years. 


Writing of ‘takes’ reminds me of an ex- 
cellent review of smallpox vaccination which 
recently came to my attention’. Dr. Smith 
recommends that the arm be washed with 
soap and water and cleansed with acetone. 
He describes the multiple pressure method 
of Kinyoun as modified by Leake in the fol- 
lowing words: 

A drop of the vaccine virus is placed on the skin 
of the arm at the insertion of the deltoid and the 
flat of a round needle is pressed at a point through 
the drop into the skin rapidly about twenty times. 
The needle is held tangential and parallel to the 
skin, and the vaccinating area is kept as small as 
possible, 1 to 1.5 square millimeters. Usually no 
blood is drawn. It must always be remembered 
that the needle is held parallel and not obliquely to 
the skin. The excess lymph is then wiped off, and 
the subject is told to return later for observation. 
Shields are positively prohibited. 


The author goes on to describe immediate 
(immune) accelerated and primary reac- 
tions and their significance and also adds a 
useful paragraph on the distinction to be 
made between an ‘immune’ and a ‘protein’ 


reaction. Armed with modern technic, the 
modern physician should forget such phrases 
as “it did not take” or the “vaccination was 
unsuccessful” unless he uses them only on 
occasions when he has positive evidence that 
vaccination failed because no living virus 
was introduced into the skin. 


MEDICOS EXTRANJEROS 


Salubridad, the official publication of the 
Mexican Department of Public Health, con- 
tinues to grow in volume and interest. The 
current number contains no less than three 
articles on vaccination, which is compulsory 
in the republic, as is also revaccination. Of 


especial interest to American physicians is. 


an editorial in this number entitled: No 
Entraran Mas Medicos Extranjeros a Nues- 
tro Paes. There are, it seems, more than 
enough Mexican medical graduates to take 
care of the Mexican sick. But the main ob- 
jection to the foreign doctor is that he is a 
charlatan. The writer will not, he says, go 
so far as to sav that the terms ‘medico ex- 
tranjero’ and ‘charlatan’ are always synony- 
mous, but he finds the well-qualified foreign- 
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er to be the exception. If this charge is 
true, it seems to argue a lack of coordination 
between the medical licensing boards of sis- 
ter republics. And perhaps it is a similar 
lack of coordination which accounts for cer- 
tain radio programs that come to my ears 
from a section across the border. I would 
not go so far as to say that these programs 
and charlatan propaganda are always synony- 
mous but in my experience there has been 
a certain reiationship between the two. 

1. Report of Chief Medical Officer of Ministry of 
Health, 1930, (page 49). 

2. Smith, Joseph, M. D. A Review of Smallpox 
Vaccination. The Rhode Island Medical Journal, 
September, 1931. 


CASE DISCUSSION 


(Epigastric Pain and Indigestion For 
Four Weeks) 
Case Records of Massachusetts General Hospital, 
os No. 17241, as reported in N. K. Jour. of Med., 
June 11, 19381, p. 1262). 
FRANK J. MILLOY, M. D. 
ROBERT S. FLINN, M. D. 
R. J. STROUD, M. D. 
Phoenix, Arizona 
Case History 

This case is that of a fifty-two year old American 
laborer who came into ihe wmergercy Ward on the 
night of March 10. He was at that un very dull 
and unable to give a good history. His chief com- 
plaints were a vague dull pain through his epi- 
gastrium and stomach trouble for the previous four 
weeks. 

His past history showed that he had been here 
in 1919 with acute rheumatic fever and iu 1911 for 
appendectomy. He had an uneventful convalescence 
and was discharged feeling quite well. In the in- 
terval of twenty years he had been quite well, work- 


‘ ing regularly, and had had no attacks of abdominal 


ain and no discomfort of any kind until four weeks 

efore admission, when there was a graduai onset 
of what he called “stomach trouble”. This consisted 
of dull pain in the epigastrium and over the um- 
bilicus radiating towards the sternum, not to the 
shoulders or down the arms. It was relieved by 
food, milk and soda. About three weeas before ad- 
mission his urine became quite dark and his skin 
became jaundiced. This had grown progressively 
worse until entrance. At that time he was quite 
jaundiced and had anorexia and occasional nausea 
and vomiting. Ile had lost twenty pounds in weight. 

He was first seen in the Emergency Ward by the 
East Medical service. 

He was found to be fairly well developed and 
nourished and jaundiced. He had signs of recent 
weight loss. His teeth were carious, The glands 
were normal. The heart and lungs were negative. 
The abdomen was quite distended with gas and was 
difficult to palpate. No fluid wave was obtained, 
but on percussion it seemed thai the liver -lullness 
was quite diminished and there was dullness in the 
flanks. Sounds of peristaisis were heard. The 
could percuss the liver dullness »n‘y c» a small ban 
between the sixth and eighth ribs on the right. 
rectal examination showed sum2 internal hemor- 
rhoidal tabs. 

When he arrived in the ward the following morn- 
ing he was quite comfortable lying in bed, althou 
he was dull and lethargic. He had only a li 

(Continued on page 184) 


E 
|| 

ith 

on | 

N. 

nd 

ice 

in- 

de 

m- 

ird 

ial 

as 

se 

ne 

he 

he 

lic 

ice 

450 

an, 

res, 

ent 

10 

In- 

of 

tin, 

icih 

ers 

re- 

ool 

ted 

on, 

in 

in 

165 

ind 

the 

in- 

ch- 

no 

rac- 

tly 

all- 

9.8 

‘ful 


Southwestern Medicine 


by A. Cc. PRINTING Phoenix, Arizona 
Board of the fi 


Published for the 


Managers of 


our constituent societies. 


Volume XIV 


April, 1932 


ey Box 1587, Phoenix, Arizona. 


EDITORIAL STAF 


DR. W. WARNER W. 
DR. JAMES J. GORMAN, El Paso, Texas. 


DR. ORVILLE H. BROWN, Phoenix, Arizona 


Edito 
A 
A 
A 


DR. L. B. COHENQUR, Albuquerque, N. M 


RD OF MANAGERS 
ARIZONA STATE MEDICAL ASSOCIATION 


DR. D. es. 


DR. HL A. 


EL PASO COUNTY MEDICAL SOCIETY 


DR. PAUL GALLAGHER. 
DR. W. L. BROWN. 


NEW MEXICO STATE MEDICAL SOCIETY 


DR. C. F. BEESON 
H. A. MILLER 


MEDICAL & SunenA.. ASSOCIATION OF THE SOUTHWEST 
(Pub! Committee) 


ication 


THE HALF CENTRY MEETING OF THE 
NEW MEXICO MEDICAL SOCIETY 


Elsewhere in this issue is printed the pro- 


gram of the New Mexico Medical Society’s . 


annual meeting, to be held in Santa Fe, N. 
M. on May 19, 20 and 21. It is to be noted 
that this is the semi-centennial meeting of 
this organization, and they have a very fine 
program with which to celebrate their half 
century meeting. 

It is sometimes surprising to the unin- 
formed to learn that Santa Fe yields only to 
St. Augustine, Fla., in the distinction of be- 
ing the oldest city in the United States to be 
founded by European explorers. Four hun- 
dred years ago Santa Fe was founded by 
Spanish explorers from old Mexico, headed 
by Coronado. An interesting side trip can 
be taken by automobile travelers, if they will 
swing south from the main highway and 
take the desert road which goes through 
Zuni, one of the “Seven Cities of Cibola,” 
and passes Inscription Rock, on which the 
Spanish explorers carved their names and 
messages with the dates they camped in the 
shade of this vertical wall of granite. 

Santa Fe has many things of historical in- 
terest, as well as many prehistoric ruins, to 
interest the visitor. Time should be taken, 
when going to Santa Fe, to visit and enjoy 
all these. 


PROGRAM 
FIFTIETH ANNUAL MEETING, NEW MEXICO 
: MEDICAL SOCIETY 
Santa Fe, N. M., May 19, 20 and 21, 1932 
Thursday, May 19, 10 a. m. 
Addresses of Wclecome by Hon. Arthur Seligman, 
Governor of New Mexico, and 
Hon. David Chavez, Mayor of Santa Fe. 
Reply to Addresses of Welcome....Dr. M. K. Wylder 
Albuquerque, N. M. 
Dr. F. D. Vickers 


President’s Addr<ss 
Deming, N. M. 


2p. m. 

Dr. W. S. Lemon, Rochester Minn. 

“Biological and Clinical Aspects of Tuberculous 
Pleurisy with Effusion:’ 

Discussion by Drs. Leroy Peters, F. E. Mera and 
Robert O. Brown. 

Dr. C. W. Irish Pasadena Calif. 

“Neurological Diagnostic Criteria in n Abscess of 
the Brain.” 

—— by Drs. A. B. Stewart and A. H. 


ogt. 
Dr. W. C. Menninger, Topeka, Kans. 
“Psychiatry.” 
Discussion by Drs. J. Rosslyn Earp, Clyn Smith 
and C. W. Irish. 
Visit to the Laboratory of Saieerpsiogs. 
Afternoon Tea at Home of Director baum, 
for Members ri Society and Guests. 
Dp. m 
Dr. W. D. Sansum, Santa Barbara, Calif. 
“Treatment of Underweight, Indigestion and 
Allergy.” 
Discussion by Drs. R. O. Brown, J. R. Van Atta 
C. H. Gellenthien. 
Dr. Earl D. McBride, Oklahoma City, Okla. 
“Arthritis.” 
Discussion by Drs. R. W. Mendelson and V. E. 
Berchtold. 
Dr. L. M. Miles, Albuquerque, N. M. 
“Ureteral Picture in Female (with Cases).” 
Discussion by Drs. Harold T. Low, James Vance 
and D. W. Rife. 
Friday, May 20. 
9:30 a. m.' 
Dr. Albert Soiland, Los Angeles, Calif. 
“Management of Cancer of the Breast.” 
Dr. W. S. Lemon, Rochester, Minn. 

“Primary Carcinoma of the Bronchus.’” 
Discussion of Nos. 1 and 2 by Drs. John M. 
Flude, C. G. Toland and Hugh Jones. 

Dr. C. G. Toland, Los Angeles, Calif. 

“Object of Formation of Cancer Commission of 

_ State Medical Societies.” 

Discussion by Drs. John M. Flude and E. F. Mc- 

Intyre. 
2p. 

Dr. P. G. Cornish, Jr., Albuquerque, N. M. 

“Surgery of the ‘Chest.”” 

Discussion by Drs. E. L. Ward, J. W. Hannett 
and Leroy Peters. 


. Dr. Hugh Jones, Los Angeles, Calif. 


“Bone Tumors.” 
Discussion by Drs. W. R. Lovelace, R. E. Mc- 
e and James Vance. 


No. 4 
2 
3. 
3. 
te 
co 
br 
Cie 
a. M 
sti 
ies 
Me 
2. mee 
nit 
jou 
3. arc 
the 
dey 
wit 
cre; 
1. it v 
cha 
2. 
El 
pre: 
was 
exc] 
Thi 
*thos 
to P 
1. forn 
Just 
Pas¢ 
2 
have 
brar 
ters 


ice 


APRIL, 1932 


3. Dr. J. W. Hannctt, Albuquerque, N. M. 
To be announced. : 
—s by Drs. E. W. Fiske and P. G. Corn- 

ish, Jr. 
Meeting of the House of Delegates. 
Election of Officers. 
Ev-ning:—Dinner Dance. 
Saturday, May 21. 
9:30 a..m. 

1. Dr. J. W. Hendrick, Amarillo, Texas. 
“Adenomatous Goitre.” 

— by Drs. W. H. Woolston and W. S. 


mon. 

2. Dr. Curt von Wedel, Oklahoma City, Okla. 
“Some Newer Phases of Plastic Surgery.” 
Discussion by Drs. P. G. Cornish. Jr., Hugh 

Jones and H. M. Smith. 

3. Dr. R. A. Dunean, Amarillo, Texas. 

“Brain Abscess from the Otologist’s Viewpoint.” 
—— by Drs. H. L. Brehmer and W. C. 
n. 


2p. m. 

1. Dr. C. F. Milligan, Clayton, N. M. 
“Diphtheria.” 
Discussion by Drs. M. K. Wylder and A. S. 

Lathrop. 

2. Dr. Wm. Howe, Las Vegas, N. M. 

“Thirty Years’ Experience in Obstetrics.” 
a by Drs. E..L. Ward and P. G. Corn- 
ish, Sr. 

3. Motion Picture of Spinal Anesthesia. 

Report of House of Delegates. 
Resolutions. 


MEDICAL LIBRARY IN PHOENIX 


The plans and hopes of the medical fra- 
ternity of Phoenix for many years have 
come to fruition in the opening of the “Li- 
brary of the Maricopa County Medical So- 
ciety” in the Professional] Building, 15 East 
Monroe Street. This journal has been in- 
strumental in developing two medical librar- 
ies in the southwest. The E] Paso County 
Medical Society’s library established 
many years ago and is an institution of dig- 
nity and importance. They secured medical 
journals in exchange for their bulletin and 
around those journals, and others for which 
they subscribed, the El] Faso County Society 
developed its library. When they joined 
with the other three organizations in the 
creation of SOUTHWESTERN MEDICINE 
it was a part of the agreement that the ex- 
change journals should continue to come to 
E! Paso, wh'ch they have done. When the 
present editor was selected, in 1912, effort 
was made to secure duplicate copies of the 
exchange journals for the editor’s office. 
This was successful in most instances, and 
‘those duplicate exchanges have been coming 
to Phoenix for the past ten years. They now 
form the nucleus of the library in Phoenix 
_ as they helped develop the one in El 

aco, 

During the vast decade, several efforts 
have been made to establish a medical li- 
brary in Phoenix. Many years ago, quar- 
ters were rented and a library started, but 
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the rental on the quarters “cost too much” 
for the members and the plan was abandon- 
ed, the library being moved to St. Joseph’s 
Hospital where a room was secured rent free. 
This has been the ostensible location of the 
library since that time, though little use has 
been made of the equipment. — 


With the construction of the new Profes- 
siona] Building, space for a “Club Room” 
was included in the plans and this was fi- 
nally turned over by the building owners to 
the Maricopa County Medical Society for use 
as a library. In this room the magazines 
and books loaned by the members of the 
Society and by Southwestern Medicine are 
being placed. The Society has spent about 
one thousand dollars in purchasing filing 
cases, book shelves, tables, chairs and other 
equipment. With no item of rental to worry 
about, the Society has been able to engage 
a part time librarian who is arranging the 
magazines, indexing and cataloguing the 
books and journals, and in other ways plac- 
ing the library equipment in such order that 
it may be used to the best advantage. Medi- 
cal men of the southwest are urged to visit 
the library in Phoenix. It will be found on 
the twelfth floor of the Professional Build- 
ing. Aside from the library equipment one 
of the most magnificent views to be obtained 
anywhere can be enjoyed from the library 
room. Spacious windows open to the north, 
east and west, giving unobstructed views of 
the city and valley in those directions. The 
building elevator runs to the eleventh floor, 
and it is necessary to walk up one flight of 
‘stairs, at the top of which a door opens di- 
rectly into the library. 


Elsewhere in this issue will be found a 
brief article by a member of the Library 
Committee, giving some pertinent informa- 
tion about the library and how to use it to 
the best advantage. 

(NOTE: To be published next month) 


THE MEDICAL CLINICS OF NORTH AMER- 
ICA; (Issued serially, one number every other 
month); Volume 14, No. 4; (Philadelphia Number— 
January 1931); Paper, $12.00; Cloth, $16.00, net; 
Philadelphia and London; W. B. Saunders Company; 
1931. 

One article in this number which makes the vol- 
ume worth while is entitled “The Problem of the 
Colon Bacillus” by Dr. Martin E. Rehfuss. The 
cuestion of the pathogenicity of the colon bacillus 
for various tissues is discussed at length. The au- 
thor’s conclusion is ‘hat they migrate from the colon 
and lower intestine, where thev normally belong, 
and may involve the kidneys, gall bladder and other 
tissues. 

The administration of small doses of colon bacilli 
to laboratorv animals, has produced immunity. The 
author wonders if immunity can not be produced in 
a similar way in human beings. 
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STAFF OF HOTEL DIEU (El Paso) 


(Continued from vage 180) 
eosinophiles 3. Diagnosis:- Prostatic hypertrophy: 
cystitis: nephritis: terminal bronchopneumonia. 


Dr. Murphy presented a case of hydronephrosis. 

,Hospital number B 6318, patient male, age 22. Had 
complained of pain in the left side of his abdomen, 
just under the margin’ of ribs since the age of 11 
years. Pain usually preceded by constipation and 
when most severe was accompanied by nausea and 
vomiting. For the past year patient was able to 
feel a tumor in the region referred to. The severity 
and frequency of the attacks were increasing. His 
physician in Detroit took x-rays of the stomach and 
told him his spleen was enlarged. X-ray showed 
pressure from the left side on stomach, pyelogram 
of right kidney showed pelvis slightly enlarged and 
left showed a large distorted kidney with large pel- 
vis. Physical examination revealed a young man ap- 
pearing to be in fair state of health. Head negative 
for any pathology, as were chest. neck and abdomen. 
The spleen was not enlarged and no palpable masses 
in the epigastrium. There ‘was a suggestion of en- 
largement of the left kidney but not definit>. Urine 
examination Dec. 8th, reaction acid, albumin nega- 
tive, sugar negative. mucus and epithelial cells. 
Pyelograms were ordered and patient referred to 
Dr. Multhauf for further study. Findings; bladder 
negative. Indigo-carmine given intravenously; right 
3 minutes, appearance; good concentration. Left 12 
minutes, appearance trace. Report of pvelograms; 
right kidney normal, compensatory enlargement. 
Left kidney, 72 cc. pussy urine obtained from the 
pelvis and 25 cc. sodium iodide injected, showing 
large hydronephrotic sac. X-rav reports: The right 
kidney appears normal. The left kidney appears en- 
larged. Small amount of the dye in the lower 
calvces shows some distortion of the calvces sug- 
gestive of pathological kidney. Recheck 3 days 
later: Pyelogram of left kidney shows marked dila- 
tation of the calyces with kidney greatly enlarged, 
suggestive of a hydronephrosis. Urinalysis; right 
kidney negative to microscopic and cultural studies; 
left kidney showed 50-70 pus cells per H. P. F. 
Impression:- Congenital hydronephrotic kidney. Pa- 
tient admitted to the hospital Dec. 17th, tempera- 
ture 102.4, pulse 110, respiration 25. Treatment, 
cathartics, liquids forced and aspirin. Rising tem- 
perature prior to operation. Dec. 19th usual kidney 
incision on left side. Many perinephritic adhesions. 
Kidney three times normal size and had to be as- 
pirated (about one auart of chalky urine escaped) 
to enable delivery. Lower pole extended below crest 
of ilium. The cortex was greatly lobulated and the 
pelvis was a much enlarged sac. A soft rubber tube 
drain was used-and the wound closed. As the kidney 
pedicle was being incised a little.of the infected 
urine escaped into the wound. There was surpris- 
ingly little bleeding during the whole overation. 
Condition good until following evening when dis- 
tention began and patient vomited twice. A duodenal 
tube and enemas were used, digifolin was admin- 
istered, nausea and vomiting continued. Dec. 28rd. 
abdomen was onened, no definite evidence of peri- 
tonitis found. Blood culture and culture of abdomin- 
al fluid negative. Temperature 107, pulse 162, re- 
spiration 30. Chest was clear, mind clear up to last 
few hours, no cerebral signs. Respirations ceased 
Dec. 24th. 


Post mortem: Abdomen, fluid slight and clear. no 
evidence of peritonitis. No evidence of intestinal 
obstruction. Right kidney and ureter normal, they 
were removed for study. Left kidney region, no 


break in the peritoneum, small vessels in region of 


cut renal stump injected but no abscesses found. 
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Finger introduced through old kidney incision and 
bimanual examination done. Pelvis negative, mesen- 
teric vessels no thrombosis. Stomach and spleen 
negative, lungs negative. 

Discussions by Drs. Garrett and E. B. Rogers. 
Dr. Garrett is of the opinion that in cases of the 
kind presented by Dr. Murphy uremia is not unusual, 
blood chemistry would be interesting. Dr. Rogers 
stated that it is interesting to note what can happen 
after an operaion on‘he outside of peritoneum, 


Dr. W. L. Brown discussed the case, stating that 
a ureteral character was inserted to drain but the 
fluid was too thick to drain through the catheter. 
The kidney was large and had to be ‘punctured and 
aspirated before it could be removed. There is pos- 
sibly one other thing that might have been done. 
The kidney could have been drained at the lower 
pole and removed later. An unusual thing noted 
was that there was no discharge, no bleeding at the 
iime of operation, it was the dryest field ever seen. 
The abdomen had no pus, there was no peritonitis, 
no ileus or obstruction. The infection went through 
and through, a general sepsis. Right kidney was 
normal and urine negative. 

Dr. White showed specimen of kidney, greatly en- 
larged, measuring 16 cm. long. Greatly enlarged 
and thickened pelvis. Kidney fairly smooth and 
somewhat lobulated. Capsule is somewhat adherent. 
In one pole there are some hemorrhagic areas. On 
section the pelvis and calyces are all greatly dis- 
tended, the walls are considerably thickened. The 
btemorrhagic area extends clear through the cortex. 
Section through this area shows extensive abscess 
formation and some hemorrhage. Section of the 
rest of the kidney tissue showed it to be in a fair 
state of preservation. Diagnosis:—Pyelonephrosis 
with abscess formation. Dr. Waite also showed 
specimen of a polycystic kidney. 


CASE DISCUSSION 


(Epigastric Pain and Indigestion For 
Four Weeks) 


(Continued from page 181) 

abdominal pain. He felt better than he had. He 
showed no change unti] four o’clock in the afternoon, 
when the student taking the history noticed that it 
was becoming more and more difficult for the pa- 
tient to focus his attention on the history and that 
he complained of increasing abdominal pain, This 
progressed rapidly, and he was really in distress 
after an hour and had signs then of a rather typical 
surgical abdominal condition wiih diffuse tender- 
ness on release of pressure. The liver dullness was 
not obliterated. About five o’clock, when I saw him, 
the surgical service was called immediately. 

He was in the ward such a short time that the 
laboratory findings are rather scanty. The urine 
showed much bile. The red blood count was 4,400,000, 
the hemoglobin 70 per cent, the white blood count 
3,900. The smear was interesting in that it showed 
4 per cent of very young polynuclears, 4 per cent 
myelocytes and 1 per cent myeloblasts. The icteric 
index was 50 to 75. A liver function test showed 
100 per cent retention of dye in thirty minutes. 
van den Bergh test showed 16 milligrams of bilirv- 
bin. 

The temperature was normal at entrance. At the 
time when he developed this acute surgical condi- 
tion his temperature was 99.2/ by rectum and his 
white cell count was 3,000. 

Immediately exploration was decided upon and 
done. He went steadily downhill after the opera- 
tion, and died within twenty-four hours. When he 
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Distinctive for its combined germicidal value 
and extremely low toxicity to animal tissues 


TINCTURE 
THIOLATE, 


MERTHIOLATE, LILLY, 1S AN ORGANIC MERCURIAL 
COMPOUND —SODIUM ETHYL MERCURI THIOSALICYLATE 
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was examined just before death he was thought to 
have bilateral pneumonia. 


Discussion by Dr. Milloy 

Stomach trouble coming on in a man of 52 years 
of age, without history of previous attacks, and 
with ascites, jaundice and dull aching pain in the 
epigastrium means malignancy of the carcinomatous 
type. Relief of distress by soda and food might 
make one think of peptic ulcer which might have 
perforated slowly, causing the acute surgical belly 
and free fluid in the flanks, but ulcer will not ex- 
plain the jaundice and dye retention of the liver. 
The only question to decide is the location of the 
carcinoma, that is, the primary site. It may have 
been in the head of the pancreas, the stomach, the 
gall bladder, or the liver. The head of the pancreas 
best explains the picture. This would account for 
the jaundice. Apparently there was an almost com- 
plete obstruction of the common duct. A primary 
site in the head of the pancreas with extensive sec- 
ondary metastases in the liver would account for 
the complete retention of the dye. It could just as 
easily have been in the gall bladder or bile duct, 
however. If the cancer was in the stomach, they 
sould have been able to palpate the mass. The 
lethargy and weakness is easily explained by the 
acute jaundice. Just what caused the acutte sur- 
gical belly is rather doubtful; I doubt if it really 
was such. The blood picture offers no clue, as pa- 
tients with carcinoma may have either a leukocyto- 
sis or aleukopenia. Complete biliary obstruction 
could have resulted from the rupture of a carci- 
nomatous gall bladder. ! 

Diagnosis: Carcinoma of the head of the pan- 
creas. 

Discussion by Dr. Flinn 

The case history is that of a 52 year old laborer 
who had suffered from gastric distress and jaun- 
dice of four weeks duration. While in the hospital 
he developed an acu‘e surgical condition, is operated 
upon, and dies promptly. 

The liver is said to be small and therefore one 
might easily guess that this patient had acute yel- 
low atrophy of the liver. He had jaundice plus a 
small liver, However, there are many points against 
it. In the first place atrophy is exceedingly rare; 
secondly, we do not know that the liver is small; 
the gas in the abdominal cavity may have. given 
this impression. It is almost impossible to diag- 
nose this condition in ‘he absence of incessant vom- 
iting and cerebral symptoms. 

Could this picture come as a result of inflamma- 
tion in the liver or bile tracts? Cholelithiasis 
might very well produce the jaundice and perfora- 
tion of the gall bladder or intestines, or an intes- 
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tinal obstruction might produce the terminal pic- 
ture. 

What about a carcinoma at the head of the pan- 
creas? A carcinoma of the stomach with metas- 
tases? Either of these seems reasonable. A cir- 
rhosis of the liver might also account for the jaun- 
dice. ° How are we to account for the low white 
count? Leukocytosis is the rule in carcinoma of 
the liver. Is it possible that we are here dealing 
with TNT poisoning or some other form of toxic 
hepatitis. 

In spite of the negative previous history I am 
inclined to believe that this man has an old chronic 
cholecystitis which was the direct cause of his 
ceath. There is the possibility of course that there 
is malignant degeneration. he terminal picture 
may have been produced by rupture of the gall 
tladder, perforation or obstruction of the intestines 
or localized peritonitis. While from a statistical 
standpoint this man should have malignancy I am 
forced to make a diagnosis of acute and chronic 
gall bladder disease (cholelithiasis and cholecysti- 
tis. 

Discussion by Dr. Stroud 

This is a short history and few findings, prob- 
cbly because the case was in the hospital for such 
a short time. We have the patient’s statement of 
only four weeks’ dull pain in the epigastrium with 
stomach trouble. 


The patient was dull and confused, he had a 
marked jaundicce beginning three weeks before and 
progressing, and had lost weight rapidly in that 
time. We are in doubt as to the size of the liver, 
one examination being that the liver dullness was 
not obliterated. Whether the latter means that 
the small amount found was not obliterated is open 
to question. Evidently there is some fluid in the 
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abdomen. With this is found a leukopenia and 
young polynuclear cells and myelocytes up to four 
per cent. 

The abdomen suddenly became surgical and a 
little fever showed just before operation, which was 
done and the man only lived for 24 hours. An 
acute abdomen, so called, means generally the rup- 
ture of a viscus into the abdominal cavity. A leu- 
kopenia means poe some debilitating disease 
which affects the bone marrow. The bone mar- 
row however is capable of some production because 
young forms of leukocytes are found. The disease 
is probably non-inflammatory because the fever 
was not present before the acuteness set in. At 
least we have no record of it. There is some 
hemolysis as shown by the van den Bergh test, 
although the red elements of the blood show slight 
anemia only. 

The trouble being relieved by soda in the a 
history points away from carcinoma of the stomac 
and more towards an ulcer although carcinoma can- 
not be ruled out. The liver certainly does not show 
enough increase in size to justify a diagnosis of 
carcinoma of that organ. Carcinoma of the bile 
ducts and gall bladder could account for the jaun- 
dice. The Teeheesdone are excluded because of no 
mention of adenopathy or splenic enlargement. A 
rather slow acute yellow atrophy of the liver is 
suggesied by the small liver and yet there could 
hardly be an abdominal condition sufficient to war- 
rant exploratory surgery in that condition. Had 
he gone on to death without operation that would 
be p eo to the condition. A carcinoma of the head 
of the pancreas should have given more symptoms 
formerly before it grew large enough to press on 
the bile tract. 

A carcinoma of the pylorus with extension to 
the bile tract is a possibility, or primary carci- 
noma of the gall bladder with rupture of that or- 
gan is possible. Cirrhosis of the liver should have 
given a picture of enlarged liver, and yet this 
could have been a late case without symptoms ear- 
lier in the disease to disturb him. 

Aplastic conditions would not give just this pic- 
ture as there are no supporting signs, no adeno- 
pathy of Hodgins, no splenic enlargemént, and the 
jaundice is more severe than usually found. These 
possibilities must be considered, even though the 
red celled anemia is not marked. 

Diagnosis: Carcinoma of the pancreas, pylorus 
or of the gall bladder. 

Possible acute yellow atrophy of the liver. 

Pathologic Discussion by Dr. Bradley 

There was an early acute general peritonitis, the 
serosal surfaces being injected and covered by fib- 
rin. The duodenum showed two ulcers, both in the 
first portion a short distance beyond the pylorus. 
The first ulcer, the one that had perforated, was 
about one centimeter beyond the pylorus. About 
one centimeter beyond that was the second ulcer. 
Both had the appearance of acute active ulcers. 
There were small varicosities in the esophagus just 
above the cardia. 

The liver was the most interesting part of the 
autopsy. It was extremely small, weighing 850 
grams. It was of dark greenish color and the 
surface was for the most part smooth but with 
numerous small scattered slightly elevated light 
greenish-yellow areas. It was flabby, but elastic 
to the touch, rubbery in consistency. The surface 
was finely and closely granular. The large granules 
or nodules were light yellowish or greenish, On 
section the bulk of the liver substances was light 
reddish and lacked the usual structural markings. 
The surface was sprinkled with numerous small 
light yellowish or greenish nodules. The gross ap- 
pearance was that of acute yellow atrophy with 
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beginning regeneration. Microscopic examination 
that. 

The lungs were markedly edematous and con- 
gested but showed no definite consolidation. The 
coronaries showed marked sclerosis but no diminu- 
tion of their lumen. The examination was other- 
wise negative. We have no information to throw 
light upon the blood picture. 

have a section of the liver showing the extent 
of the process. The small scattered irregular dark 
purplish masses represent the islands of remaining 
liver tissue. The tissue between them is vascular 
connective tissue, showing a quite marked mono- 
nuclear and a moderate polymorphonuclear infiltra- 
tion. You can see how extensive the destruction 
of the liver tissue is, all this area now in the field 
consisting merely of connective tissue with numer- 
ous bile ducts scattered through it. 


BOOK REVIEWS 


TRAUMATOTHERAPY. By John J. Moorhead, 
B. Sc., M. D., F. A. C. S., Professor of Surgery and 
Director, Dept. of Traumatic Surgery, New York 
Post-Graduate Medical Scchool and Hospital; Surgi- 
cal Director, Reconstruction Hospital Unit; Colonel 
Medical Officers Reserve Corps, U. S. Army; 574 
pages with 625 illustrations; Philadelphia and Lon- 
don; W.,B. Saunders Co.; 1931; Cloth, $7.00. 

This is a book containing 574 pages, divided into 
26 chapters. The headings of the chapters give an 
excellent conception of what the book contains: 
Contusions, wounds, dislocations, fractures, closed 
cavities trauma, the traumatic neuroses, injury by 
electricity, x-rays, radium, and radiant light, am- 
putations, bone plastics, soft part plastics, osteoma 
exostosis, myositis Ossificans, trauma and malig- 
nancy, post-traumatic deformities and disabilities, 
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first aid treatment, standardized procedures, anti- 
septics, drugs, dressings, splints and apparatus, 
anesthesia, general, local, spinal, and rectal, re- 
storation of function, treatment of injuries in the 
young, treatment of injuries in the aged, treatment 
of old injuries, manipulations in certain joint in- 
juries, combined traumatotherapy and after care, 
medicolegal and allied aspects, the prone pressure 
method of artificial respiration, as recommended for 
first aid crews, and the Carrel-Dakin technic. 

The book is profusely illustrated. This seems to 
be an extremely practical volume especially for the 
man who wishes to have a book that covers a variety 
of subjects. The author’s style is clear so that the 
subject matter is easy to understand. us 


LEGAL MEDICINE AND TOXICOLOGY. By 
Ralph W. Webster, M. D., Ph. D., Clinical Professor 
of Medicine (Medical Jurisprudence) in Rush Medi- 
cal College, University of Chicago; Professorial 
Lecturer in Medical Jurisprudence in Toxicology in 
the University of Chicago; Toxicologist to the Coro- 
ner’s Office, Cook County, Illinois; Attending Chem- 
ist, Presbyterian Hospital, Chicago; Director of 
Chicago Laboratory, Clinical and Analytical. W. B. 
Saunders Company, 1930. 

In this work Dr. Webster has condensed into one 
volume the essentials of this important field of 
medicine, The chapters on legal procedure and on 
the legal rights and obligations of physicians give 
a clear, authoritative statement of this relation of 
the physician and his patient. The first half of the 
book deals with all phases of legal medicine, fur- 
nishing frequent references to court decisions and to 
the sources in medical literature of the material 
quoted. The second half of the book is devoted to 


NEW LOW PRICES ON NEO-ARSPHENAMINE 


Product of DIARSENOL CO., Inc., LABORATORIES (Est. 1914) 


Largest Exclusive Manufacturers of Arsphenamines in the World 


Unit Price 


$0.80 Per Ampoule 

0.60 Per Ampoule 

0.50 Per Ampoule 

0.40 Per Ampoule 
Size 10 c.c. 


Size Ampoules Physicians Wholesale Prices 


$5.00 Per Box of 10 Ampoules 
4.50 Per Box of 10 Ampoules 
4.00 Per Box of 10 Ampoules 

0.8 Gram 3.50 Per Box of 10 Ampoules 
Double Distilled Water $1.00 Per Box of 10 Ampoules 


Prepared under regulations issued by the Federal Trade Commission and conforms with 
tests approved by the U. S. Public Health Service. Accepted by the A. M. A. 


Unsurpassed in Therapeutic Efficiency and Uniformity. 
This superior product is satisfactory in respect to low Toxicity and Solubility. 
Special Discount on large orders. Goods shipped on receipt of price or C. O. D. 


Park Bishop Company 


ESTABLISHED 1929 
SOUTHWESTERN DISTRIBUTORS 


P. O. Box 1461 El Paso, Texas 
Available in E] Paso at Drs. Cathcart, Mason and Dutton Laboratories, 310 Roberts-Banner Bldg. 
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Toxicology, covering in detail the method of taking 
material for analysis, and the procedures of pre- 
ference in making the analysis. Under the various 
poisons, symptoms, antidotes, postmortem findings, 
detection and identification are given in sufficient 
detail to enable the chemist to find assistance in his 
work. 

Having in one volume the necessary material in- 
stead of having to use more cumbersome sets of 
two or more volumes will meet the approval of all 
who use text or reference books on this important 


subject. 
(C. N. B.) 


TEXT-BOOK OF GYNECOLOGY: By Arthur H. 
Curtis, M. D., Professor and Head of the Depart- 
ment of Obstetrics and Gynecology, Northwestern 
University Medical School; Chief of the Gynecologi- 
cal Service, Passavant Memorial Hospital, Chicago; 
380 pages with 222 original illustrations. Phila- 
delphia and London; .W. B. Saunders Company; 
1930; Cloth, $5.00. i 

Dr. Curtis has a useful practical book which is 
not large, contains about 380 pages, but yet is suf- 
ficiently comprehensive to give all the excellent and 
important factors in gynecology. The work is based 
upon his former work, which is known as “Gyne- 
cological Diagnosis”, a monograph printed for the 
students of Northwestern University Medical School. 
Dr. Curtis has a concise easy-to-read style. His 
sentences are pared down so they do not contain 
éxcess words. Each section has a comprehensive 
bibliography. The drawings are done mostly by 
Tom Jones and therefore are excellent. Many of his 
chapters are short, containing but one or two pages. 
The book is recommended as one of the best on the 
subject. 

O. H. B. 


THE AUTONOMIC NERVOUS SYSTEM: by Al- 
bert Kuntz, Ph. D., M. D., Professor of Anatomy in 
St. Louis University School of Medicine; illustrated 
ag engravings; Lea and Febiger, Philadelphia; 
If there has been anything written on the autono- 
mic nervous system to which Kuntz does not make 
reference, it certainly escaped being properly cata- 
logued in the index medicus. The subject is dealt 
with both comprehensively and practically. The 
scientific data assembled are overwhelming. The 
relatively meager practical application of them in- 
dicates the burden placed at the door of the medical 
profession. The last two chapters, Nos. XIX and 
XX, are devoted to a study of the autonomic nerv- 
ous system in disease and surgery. The encourag- 
ing results obtained by sympathetic ganglionectomy 
and ramisection in Raynaud’s disease and in chronic 
arthritis, point to the development of a new chapter 
in medicine. 

Progressive physicians will wish to keep abreast 
of the advances being made in the study of the 
autonomic nervous system. This is recommended 
as fhe best book so far as known by the reviewer, 
which has appeared on the subject. Kuntz has ex-. 
cellent use of the language. The publisher’s art is 


of the best. Typographical errors are practically 
absent. 


THE PRACTICAL MEDICINE SERIES: Com- 
prising eight volumes on the year’s progress in 
Medicine and Surgery. General Therapeutics, Ber- 
hard Fantus, M. g. M. D.; Professor of Therapeu- 
tics, University of Illinois College of Medicine; 


member, Revision Committee United States Phar- 
Macopeia and of National Formulary Revision Com- 


$.M.A. is food for infants—de- 


Our first 
announce- 
ment of 
S. M. A. 


of PREVENTIVE 
INFANT FEEDING 


I. November, 1921, the $.M.A. Corporation an- 

nounced an epochal development in The Journal of 

the American Medical Association. 

This development was called S.M.A. and resembled 

breast milk so closely that about 95% of infants de- 

—_ of breast milk would do well on it. It was a 
e particularly in its pre ion of the 

and it also was a departure use it i 

enough cod liver oil to be antirachitic. 


In offering S.M.A. to the medical profession, $.M.A. 
Corporation was the first a to pe ord the 
importance of the antirachitic ¢ by including it 
in the fat, giving automatic protection. S.M.A. is 
still the only antirachitic breast milk ion. 
The excellent results produced by intelligent feeding 
of S.M.A. created such a demand that its use is gen- 
eral all over the United States and in many foreign 
countries. 

More than 3 hundred million feedings of S.M. A. bave 
been prescribed by physicians. 


A TRIAL SUPPLY of S.M.A. with complete 

feeding suggestions will be sent to physicians 

upon request. Infant Record Sheets and 

weight charts will be included if you say so. 
What Is $.M.A.? 

When difesed 

cows’ milk, the fat of which is  *ccording to directions, it is essen- 


. tially similar to human milk in 
replaced by animal and vegetable ; 
fats including biologically tested 


tived from tuberculin tested 


cod liver oil; with the addition of of the fat and’ 
milk sugar, potassium chloride properties. 
S. M. A. 
West Coast Co. 
437-8-9 Phelan Building : 
SanFranceisco,California - 


COPYRIGHT 1932, CORPORATION 


(Attach this line to your prescription blank or letterhead). 46-42 


189 
i- 7 
Ss, 
B- 
1e 
nt 
n- 
e, 
re 
4 

: | 

i 
i 
‘ 
yne 
of 
on 
ive 
of 
the 
ur- 
| to | 
rial 
to 


190 


mittee; and Louis B. Kartoon, B. S., M. D.; Instruc- 
tor of Medicine, University of Illinois College of 
Medicine, Series, 1931, Chicago; The Year Book 
Publishers, Inc., 304 Dearborn Street; South. $2.25. 

As the patient is more interested in cure than in 
diagnosis, so the physician, after the diagnosis, 
should be keenly interested in therapy. Fantus’ re- 
sume of the last year’s advancements in methods 
of treatment gives many suggestions. 

There are many new ideas on foods, endocrines, 
drugs and physical agents, and so forth. There are 
important discoveries, such as the use of iodine in 
goiter, the liver and stomach extracts in pernicious 
anemia, adrerfal cortex in Addison’s disease, fever 
in psychosis, and iron and copper in_ secondary 
anemias. 

The reviewer finds this to be an extremely prac- 
tical volume. 

O. H. B. 


SIMPLIFIED DIABETIC MANAGEMENT, by 
Joseph T. Beardwood, Jr., A. B., M. D.. F. A. ° 
Chief of Diabetic Clinic and Associate Visiting Phy- 
sician Presbyterian Hospital in Philadelphia; and 
Herbert T. Kelly, M. D., F. A. C. P., Associate in 
Diabetic Clinic, Presbyterian Hospital in Philadel- 
phia. Diets prepared with the collaboration of 
Elsie M. Watt, A. B., formerly Dietitian Diabetic 
Clinic Presbyterian Hospital in Philadelphia; Illus- 
trated; Philadelphia, London, Montreal; J. B. Lippin- 
cott Company. 

This book is.prepared primarily as a manual for 
the diabetic; the physician not especially trained in 
diabetes will find in it the things he needs to know 
in outlining the treatment of the disease. 

The symptoms of diabetes and diabetic coma are 
discussed. Routine care with diet control and in- 
sulin therapy is given with description of hypogly- 
cemia, and its treatment. Complications are briefly 
discussed. The chapter on diabetic hygiene is in- 
structive. 

The last half of the book is made up of tables and 
diet charts. The diet prescription chart is presented 
in a manner to make the calculation of the diabetic’s 


ti imple matter. 
0. H. B. 


SURGICAL PATHOLOGY OF THE DISEASES 
OF BONES, by Arthur E. Hertzler, M. D., Surgeon 
to the Agnes Hertzler Memorial Hospital, Halstead, 
Kansas; Professor of Surgery, University of Kan- 
sas. Cloth, 272 pages, with 211 illustrations; Phil- 


adelphia. Montreal, and London: J. B. Lippincott | 


Company, 1931. 2 

This monograph is printed on excellent paper, 
and the illustrations are well produced. The illus- 
trations are chiefly of roentgenograms and micro- 
scopic tissue preparations, and very completely 
visualize the pathology dcscribed in the text. The 
author emphasizes the necessity of laboratory and 
roentgenographic study of bone lesions, and indi- 


cates that this is the road to future advancement - 


in knowledge and treatment of bone pathology. 
“Now, however, since to be uncertain of one’s opin- 
ion as to the nature of a bone lesion is not a re- 
proach and biopsies are respectable, real diffusion 
of knowledge of the fundamental factors may be 
expected. As usual, the recognition of darkness 
precedes the light.” 

The material is presented under three heads: 
pathogenesis, pathology, and ee It very con- 
cisely covers practically all types of bone pathology. 
The text is well prepared and is a most readable 
volume. It will be found a valuable addition to the 
library of one practitioner, especially of the sur- 
geon or pathologist. 


SOUTHWESTERN MEDICINE 


THE MEDICAL CLINICS OF NORTH AMER- 
ICA; (Issued serially, one number eve other 
month.) Volume 14, No. 2. (New York Number— 
September 1920) Philadelphia and London; W. B. 
Saunders Company, 1930. 

_ There are a number of interesting articles in this 
issue among which are: Peribonchial Infiltration 
in Children, by Henry Heiman and Philip Cohen; 

onnie M. Guion; Pathogenesis of Peptic Ulcer, b 
Drs. I. W. Held and A. Allen Goldbloce. 

Held and Goldbloom are of the opinion that spasm 
of the vessels in the vicinity of the ulcer may have 
been the cause which lead to the ulcer. Secondary 
factors may be an unbalance of the vegetative nerv- 
ous system; certain occupations tend to cause con- 
stant irritation of the stomach and perhaps lead to 
injury of the wall and hence to ulcer. This article 
covers 44 pages and is well worth reading, as are 
many of the others. 

O. H. B. 


MEDICAL CLINICS OF NORTH AMERICA; 
(Issued serially, one number every other month.); 
Volume 15, (Boston Number—Jan. 1932); octavo of 
268 pages with 18 illustrations; per clinic years, 
July 1931 to May 1932; paper, $12.00; cloth, $16.00 
net; Philadelphia and London; W. B. Saunders Com- 
pany, 1932. 

This volume has some especially interesting pa- 
pers and the mere mention of a few of the authors 
will recommend the volume more than any number 
of words that I could write. The authors to be 
mentioned: Christian, Joslin, Lord, Murphy and 
Blumgart. These volumes are always full of worth- 
while material. 

oO. H. B. 


PRESCRIBE 


SPARKLING GELATINE 


IN DIETS For DIABETES 
LIQUID and SOFT FEEDING 
REDUCING and ANEMIA 


KNOX is pure, granulated plain 
gelatine with 85-86% protein content. 
Free from flavoring, coloring or sweet- 
ening—therefore combines safely and 
perfectly with fruits, vegetables and 
other foods for all diets. 


KNOX is the real Gelatine 


Data and Recipe Books on Request 
KNOX GELATINE LABORATORIES, 438 Knox Ave., Johnstown, N.Y. 
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This Needle Does Not 
Have to be Wired 


Accept this TRIAL OFFER 


Here is a hypodermic needle that does not clog or corrode; 
one that is impervious to acids and reagents; a needle that 
does not have to be wired or even dried after cleansing. ... . 
one that remains sharp indefinitely. 


The name is VIM—the needle with the Square Hub. 


If you are about to buy needles we invite you to try VIM. 
Accept this offer. Just check and mail the coupon to us. 


Ss 


| 
Southwestern Surgical Supply Company 


311 Mills Street No. 121 North First Street 
El Paso, Texas Phoenix, Arizona 


Gentlemen: Send me a trial dozen of VIM Hypodermic Needles as checked below. If these 
needles do not prove all you claim them to be they may be returned and the charge cancelled. 


Is This Journal Worth While? 


Four organizations support this journal and at their annual meetings, 
usually may be heard some expression of approval of this journal. This is 
pleasant, but YOU can do something more valuable for us than words. We 
derive the revenue which makes this journal possible mainly from the ad- 
vertisements. The firms which advertise herein expect support from the 
members of the organizations owning the journal. That is reasonable, and 
a proper sense of honor will cause us to reciprocate, whenever possible. Not 
all firms worth patronizing advertise in this journal, BUT THOSE WHO 
DO SUPPORT US ARE WORTHY OF OUR SUPPORT. More advertising 
is rejected than is accepted, and you may rest assured that whatever is ad- 
vertised herein is honestly presented and the statements made may be ac- 
cepted as true. 


Patronize Our Advertisers! 
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SURGICAL DIAGNOSIS: VOLUME Ill AND 


SEPARATE INDEX VOLUME: completing the 
new work by 42. American Authors; Edited by 
Evarts Ambrose Graham, M. D., Professor of Sur- 

ry, Washington Univcrsity Medical School; Three 

ctave volumes; totalling 2750 pages, containing 
1250 illusirations;; and« Separate Index Volume; 
Philadelphia and London; W. B. Saunders Company; 
1930; Cloth, $35.00 a set. 

Volume III discusses ‘the surgical diseases of the 
thorax, bronchography, diseases of the breast, liver 
and biliary passages; pancreas; rectum and anus; 
genito-urinary organs; psychoses and psychoneuro- 
ses; skull, brain and its membranes; spinal cord; 
sympathetic n:rvous system and Schilling differen- 
tial blood count. The reception of the previous vol- 
umes makes it unnecessary tO say more than that 
this volume has the same high standard as have the 
previous volumes. The g-neral index is a separate 
volume and would appear to be well es . 


RARE AMINO ACIDS NOW AVAILABLE 

New information on feeding problems is expected 
to result from the announcement that The Research 
Division of S. M. A. Corporation is able to supply 
certain rare amino aci?’s and other protein deriva- 
tives to research physicians and others interested 
in research in nutrition. 

Research on many nutritional problems has been 
held back by the scarcity and high prices of some 
of these animo acids which are more costly than 
platinum. 

Moreover, these amino acids are used up and de- 
stroyed in experiments, whereas platinum may be 
salvaged and used again and again. 

* Consequently the announcement of a new source 
of supply. should give a stimulus to food research. 
-The Research Division of S. M. A. Corporation in 
making the announcement expressed the thought 
that the prices of these rarer chemicals may ulti- 
mately be brought within the range of any research 


budget. 


THE SUMMER-TIME USE OF VIOSTEROL 

During the hot weather, when fat tolerance is 
lowest, many physicians have found it a successful 
practice to transfer cod. liver oil patients to Mead’s 
Viosterol in Oil 250 D. Due to its negligible oil con- 
tent and its small dosage, Mead’s Viosterol in Oil 
250 D does not unset the digestion, so that even 
the most squeamish patient can “stomach” it with- 
out protest. There are at least two facts that 
strongly indicate the reasonableness of the above 
suggestion: (1) In prematures, to whom cod liver 
oil cannot be given in sufficient dosage without ser- 
ious upset, it is an incontrovertible fact that Vio- 
sterol in Oil 250 D is the antiricketic agent of 
choice. (2) In Florida, Arizona and New. Mexico, 
where an unusually hich percentage of sunshine pre- 
vails at all seasons, Mead’s Viosterol in Oil 250 D 
continues increasingly in demand, as physicians 
realize that sunshine alone does not always prevent 
or cure rickets. 

_Mead Johnson & Company, Evansville, Ind., in- 
vite vou to send for samples of Mead’s Viosterol in 
Oil 250 D.for clinical use during the summer months 
to replace cod liver oil. 


AN, OPPORTUNITY TO EARN $15,000 
Mead nson & Company announces an award of 
$15,000 to be given to the investigator or group of 
investigators piroducing ‘the most conclusive re- 
‘search on the vitamin A requirements of human 


SOUTHWESTERN MEDICINE 


Requirements . 

_Candidates for the award must be physicians or 
biochemists, residents of the United States or 
Canada who are not in the employ of any commer- 
cial house. Manuscripts must be accepted for pub- 
lication before December 31st, 1934, by a recognized 
scientific journal. Investigations shall be essential- 
ly clinical in nature, although animal experimenta- 
tion may be employed secondarily. 

Committee on Award 

The Committee on Award will consist of eminent 
authorities who are not connected with Mead John- 
son & Company, the names of whom will be an- 


nounced later. \ 
Source of Supplies A 
There are no restrictions regarding the source of 
Vitamine A employed in these investigations, “ 
For other details of the Mead Johnson Vitamin A sn 
Clinical Researcch Award, see special announce- 
ment, pages 14 and 14, in Journal of the A. M. A. T 
January 30, 1932. 
SITUATIONS WANTED 
WANTED-—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections en- 
able us to give superior service. Aznoes National . 
Physicians’ Exchange, 30 N rth Michigan, Chicago. @ iCé 
Established 1896. Member The Chicago Association tw 
of Commer-e. 
In 
_. WANTED—Locum Tenens work; or Arizona af- 
filiation by M.D. qualified to d» medicine, surgery, , 
and Physical Therapy. Addrcss E. C. Wills, M.D., wil 
Wickenburg, Arizona. spé 
boc 
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gives perfect uplift lett 
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10 
Cotton, Linen: or 
Silk. Washable as 
underwear. There nals 
are three distinct box 
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types and many of nals 
each type. 80 f 
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FOR PTOSIS, HERNIA, PREGNANCY, OBESITY, ran 
SACRO-ILIAC RELAXATIONS, HIGH AND LOW Be 
OPERATIONS, ETC. u for a 
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Each Belt Made to Order Ask for Literature letter 
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Katherine L, Storm, M.D. articl 
Originator, Owner and Maker 1928 
1701 Diamond St., Philadelphia, Pa. U.S. A. the ‘ 
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